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Put your low-back patient 
back on the payroll 





Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 








: (carisoprodol, Wallace) 
WJ Wallace Laboratories, Cranbury, New Jersey 
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Teamwork in Massive Peptic Ulcer Bleeding 
Analysis of Thirty-Four Cases of Peptic Ulcer Deaths 


The purpose of this study is to present the 
multiple-faceted problems in the management of 
patients with bleeding peptic ulcer and to show 
that the management is largely one of careful in- 
dividualization, taxing the utmost skill of the 
physician. It is difficult to ascertain the primary 
factor or factors leading to the demise of these 
patients, but within the limits of our shortcom- 
ings, we present our evaluation of 34 cases in 
which the patient died. The ulcer as the site of 
bleeding was confirmed by surgery or autopsy. 
These cases were taken from the records of Jack- 
sonville hospitals for 1955-1959. It goes without 
saying that a hindsight analysis is much clearer 
than a prospective one; nevertheless, as best we 
could learn from attendance at actual necropsy 
conferences of the cases studied, from talking with 
the doctors involved, and from careful retrospec- 
tive appraisal of the charts of the 34 patients, we 
have attempted to show the highlights of manage- 
ment and the numerous “Pilgrim’s Progress’’ pit- 
falls along the way. This type of Monday morn- 
ing quarterbacking may not win the next en- 
counter, but the chase may be more intriguing. 

We would like to review briefly the problems 
of massively bleeding peptic ulcers. Certainly the 
confusion is exemplified by the diversity of ther- 
apy, ranging from the studied neglect feeding 
regimens of Andresen! to the early surgical-mind- 
ed programs of Stewart and his associates.2 Most 
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modalities of therapy have been attempts at over- 
simplification, but we believe the factors are so 
variable and numerous that we find ourselves pre- 
ferring the strict individualization of patients. 


In choosing to discuss bleeding peptic ulcer 
instead of all massive upper gastrointestinal bleed- 
ing, we are confronted with the problem of differ- 
ential diagnosis, which is not to be minimized. 


Most of the evidence today points to the fact that 
70 to 85 per cent of upper gastrointestinal bleed- 
ing stems from peptic ulceration. The over-all 
medical mortality is approximately 15 per cent,* 
notwithstanding the fact that an honest statisti- 
cian with a mild prejudice can cause the percent- 
age to vary widely. The second largest group 
stems from esophageal varices, this condition ac- 
counting for 10 to 25 per cent*-> of upper gas- 
trointestinal bleeding. The usual medical mortality 
for bleeding varices is extremely high, being in 
the neighborhood of 30 to 50 per cent; the surgi- 
cal mortality equals this. The group to be salvaged 
is that of bleeding peptic ulcer. A_ bleeding 
esophageal lesion, when operated on from below, 
can be sutured about as well from that position 
by using sternal splitting as it can through a 
thoracotomy approach and with about the same 
mortality. Differential diagnosis between these 
two lesions, varices and ulcer, when coupled with 
an adequate history, physical examination and 
proper laboratory procedures is not a tremendous 
problem. If, however, the diagnosis is obviously 
esophageal bleeding from varices, we prefer the 
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balloon tube to operation. Peptic ulcer and cir- 
rhosis occur together frequently enough to warn 
against forgetting one in the face of the other. 
One final word about diagnosis: to kill the patient 
making a diagnosis is, as the British would say, 
“Jess than desirable.” As difficult as the diagnosis 
may be, the greater problem is management, and 
we have analysed these deaths largely from that 
viewpoint. 

The definition of massive hemorrhage varies 
widely. Stewart and his associates,2 on the basis 
of blood volume studies, defined loss of 40 per 
cent of the red cell mass (hemoglobin 8 Gm.) and 
evidence of 500 cc. of blood loss in the past week 
as their definition. Welch,* emphasizing without 
blood volume determination, defined massive 
hemorrhage as a decrease in hemoglobin to 7 Gm. 
or less, and a need for five or more transfusions. 
Others defined (1) a fall in blood pressure of 50 
points; (2) three tarry stools in 12 hours; (3) 
hematemesis of 1 pint; and (4) a fall in red 
blood cells below three million. The universal 
adoption of Stewart’s or Welch’s definition would 
serve as an effective guide for therapy. 

THE PRESENTING EVALUATION OF THE Pa- 
TIENT.—We found that in 19 of the cases studied 
the patient arrived with presenting complaints of 
hematemesis and melena of only one day’s dura- 
tion or less; in the remainder there was a history 
of bleeding from two days to two weeks (table 1). 
Twelve patients were in shock; all had hematem- 
esis except two, and all had melena. All of this 
information is of significance in that it points out 
that the exsanguination leading to the ultimate 
demise of this group of patients stemmed from a 
clear break in the wall of a moderately large vessel 
and was arterial in nature. Less than one third 
(10) of these patients had a history of previous 
bleeding, a finding pointing vividly to the con- 
clusion that fatal massive ulcer bleeding often 
comes as the first episode.® It is noteworthy that 
a documented ulcer history was given in only two 
thirds of these 34 cases studied. 

AcE, SEX AND ASSOCIATED DisEASE. — As 
would be expected, age and associated disease ran 
hand in hand; most of the deaths occurred in the 
older age group, the age of the youngest being 
seven weeks and of the oldest 84 years (table 2). 
Only four patients were under 40 years of age. 
Seventy-seven per cent (26 patients) were over 
the age of 50. Sixty per cent (20 patients) had 
cardiovascular disease (table 3). Only four pa- 
tients (the younger group) had no associated 
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Table 1.— The Presenting Evaluation of Thirty- 
Four Cases of Peptic Ulcer Deaths 
































Onset 
Days Prior Surgical Medical Total 
to Admission Cases Cases Cases 
1 13 6 19 
2 1 2 3 
3 4 3 7 
4— over 2 3 5 
Past history of massive 
bleeding 6 4 10 
Past ulcer history 13 7 20 
Shock on admission or 
shortly thereafter 7 5 12 
Hematemesis on admission 19 13 32 
Melena 20 14 34 
Table 2.— Age 
Years Patients 
0-20 1 (7 weeks) 
21-40 3 
41-50 a 
51 - 60 5 
61-70 9 
71-80 9 b 17% 
80 - 90 3 
Table 3.— Associated Diseases 
Cardiovascular disease 19 
Pulmonary disease 4 
Hepatic disease 3 
Renal disease 1 
Others 2 
None 5 
Table 4.— Sex 
Males 26 
Gastric ulcer 8 
Age 60 and over 7 
Females 8 
Gastric ulcer 1 
Age 42 
Table 5.— Site of Ulcer 
Posterior penetrating duodenal ulcers 18 
Gastric ulcers 9 
Postbulbar duodenal ulcers 4 
Marginal ulcers 2 
Multiple acute ulcers (erosions) 1 





disease. Four had pulmonary complications and, 
unlike in all of the cardiovascular cases, the deaths 
were directly correlated with these complications. 
Pulmonary emphysema is a very hazardous asso- 
ciated disease in this type of patient. Cole and 
his associates? reported that the mortality rate 
for surgery is four times greater in the older age 
groups than in younger patients subjected to the 
same operation. Age is a most important factor 
and because of the narrow reserve limit imposed 
by it, earlier surgical intervention in the elderly 
is more justified than in the younger group. There 
were 26 (three fourths) males, as compared to 
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Table 6.— Rate and Duration of Bleeding 





20 Surgical Cases 14 Medical Cases 





Rete of bleeding 1 pt./8 hrs. 13 3 
(very important factor) 
Incdequate transfusions 15 13 


(in 8 an important factor) 
Hcurs after admission to operation 


or medical demise 9 < 24 hrs. 8 < 48 hrs. 
4< 48 hrs. 6 > 48 hrs. 
7 > 48 hrs. 


Deiay of surgeon seeing patient 
(in 8 an important 


factor) 13 < 12 hrs. 3 <12 hrs 
7> 12 hrs. 5> 12 hrs 
6 not seen 
Continuous bleeding 6 6 
Recurrence of bleeding on con- 
servative treatment 13 6 





eight females, reflecting the usual sex distribution 
of peptic ulcer (table 4). 

Any type of management in these elderly pa- 
tients is hazardous, and the less stress placed on 
the organism the better. Individualization is the 
keynote. 

SITE OF THE ULcer.—As alluded to earlier, 
massive bleeding from peptic ulcers stems from 
erosion into large vessels. Over one half of the 
ulcers in this series were of the posterior pene- 
trating variety with the ulcer eroding into some 
branch of the gastroduodenal artery (table 5). 
Nine gastric ulcers occurred, and all but two were 
in patients over 60 years of age. Surprisingly, 
eight of these gastric ulcers were in males. There 
were four postbulbar duodenal ulcers in this 
group. It is common knowledge that bleeding 
gastric and postbulbar duodenal ulcers are espe- 
cially difficult to manage by conservative means. 


Factors of Interim Management 


RATE AND DuRATION OF BLEEDING.—The rate 
of bleeding, as Hoerr, Dunphy and Gray® stated, 
is a decisive factor, and one of the most impor- 
tant. Of the 20 patients operated upon, 13 were 
losing more than 1 pint of blood every eight 
hours, as were three medically treated patients 
(table 6). Of equal importance to rate is inade- 
quate transfusion of the patient, as was exhibited 
in 15 surgically treated patients and 13 medically 
treated patients. We believe that the rate of loss 
is of primary importance, for if it is so rapid as 
to require 1 pint of blood per eight hour period, 
there is less likelihood that conservative therapy 
will be effective. One should realize that blood 
given to bring the admission hemoglobin level 
of 7 Gm., for example, to 13 or 14 Gm. must not 
be counted as blood given for the control of bleed- 
ing, but rather as replacement of physiologic blood 





volume. It has been the contention of many, 
and we agree, that the blood volume must be re- 
placed as soon as possible. During the first 24 
hours, we like to determine hemoglobin and he- 
matocrit levels every four to eight hours and judge 
from them, along with associated clinical signs 
such as blood pressure, pulse and general appear- 
ance, as to whether the lesion continues to bleed. 
It is important to note and record the number of 
times the patient vomits blood, as well as the 
frequency of tarry stools, for when a patient 
passes frequent bright red stools, he is bleeding 
severely. 

TIMING OF SURGICAL INTERVENTION. — AIl- 
though most of the patients (9) in this series were 
operated on within the first 24 hours, it is our 
opinion that this time might be better spent eval- 
uating the patient’s rate of blood loss and restor- 
ing his blood volume to normal. In some patients 
the bleeding is so rapid that surgical intervention 
must be initiated within the first 24 hours; these 
are exsanguinating patients. Fifteen of the 
patients were subjected to operation with inade- 
quate blood replacement; perhaps with more 
intensive presurgical management, these patients 
would have been better candidates for operation 
in the second 24 hour period. It is our belief that 
inadequate blood replacement can be judged fair- 
ly accurately by correlation of the vital signs, 
frequent determination of hemoglobin and hemat- 
ocrit levels and the amount of blood administer- 
ed. Utilizing these data, we noted that in 12 cases 
there was continuous bleeding, in some instances 
mild and in some severe. We classified as severe 
the loss of more than 3 pints of blood in the first 
24 hours. Six other patients with continuous 
bleeding who were surgically treated were inade- 
quately transfused. Patients in whom bleeding 
recurs, like those in whom it is continuous, present 
a difficult problem. There was recurrence of bleed- 
ing in 19 patients, 13 treated surgically and six 
medically; these patients were on adequate medi- 
cal management when the bleeding recurred (table 
7). Recurrence of bleeding warrants surgical in- 
tervention because of the continuing activation 
of the ulcer, the impaired vascular contractility 
and the necessity for ligature control of the bleed- 
ing vessel. 

This continuous or repeated bleeding from 
the gastroduodenal vessel brings to mind LeVeen’s 
interesting experiment which showed conclusively 
that the hepatic system does not tolerate blood 
loss as well as does an extremity.15 Bleeding pep- 
tic ulcers drain the liver directly through the he- 
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Table 7.— Timing of Surgical Intervention 





20 Surgical 14 Medical 





Hours after admission to 


operation or medical demise 9 < 24 hrs. 8 < 48 hrs. 
4< 48 hrs. 6 > 48 hrs. 
7 > 48 hrs. 


Delay of surgeon seeing patient 


(in 8 an important factor) 13 < 12 hrs. 3 <12 hrs. 
7 > 12 hrs. 5 > 12 hrs. 
6 not seen 
Continuous bleeding 6 6 
Recurrence of bleeding on con- 
servative treatment 13 6 





patic and gastric vessels, causing hepatic anox- 
emia. Prevention of the resulting hepatic insuffici- 
ency is an indication for earlier surgical interven- 
tion. The peripheral blood pressure may be main- 
tained at respectable levels, yet the hepatic pres- 
sure may be low, particularly in patients with con- 
tinuous bleeding. During this time when one is 
trying to decide whether surgical intervention is 
necessary, therapy must be vigorous and intensive, 
with constant visits to the patient’s bedside.® If a 
patient continues to lose more than 1 pint of blood 
every eight hours within the first 24 hour period, 
that is, more than 1,500 cc. after the initial blood 
volume replacement, he should be operated on. 
In over half (8) of the medical cases the patient 
died within the first 48 hour period, and although 
this outcome to a large extent is a reflection of 
inadequate transfusion, we believe that it brings 
up the point of recognition of a “point of no 
return.” 

TEAMWORK.—That a patient with massive 
bleeding be seen from the outset by both internist 
and surgeon is to us no more than common sense. 
Both of these physicians have a well disciplined 
knowledge of contemporary homeostatic mecha- 
nisms which could be advantageously incorporated 
by both. A case in point is one in which a period 
of 90 hours elapsed before the surgeon was called 
and only three pints of blood had been given prior 
to the surgical consultation. A consultation from 
the outset would have intensified the therapy, 
another opinion would have been given, and the 
patient would not have continually lapsed in and 
out of shock prior to operation. The very fact 
that when the series is viewed retrospectively, 
there were four medically treated patients who 
should have been operated on and three surgically 
treated patients who should have had medical 
care is proof that a joint consultation is necessary. 
We thought that eight patients would have bene- 
fited through closer liaison. That intangible factor 
known as “getting the feel of the patient” is most 
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important, both for the internist and the surgeon. 


One of the eight patients who died was overtrans- 
fused in the operating room and undertransfused 
preoperatively. At autopsy, pulmonary edema was 
present. Had the surgeon “had the feel of the 
patient,” we believe that the demise would have 
been obviated. 

There was another case in which the opera- 
tion began two hours after the surgeon saw the 
patient, and retrospectively the patient’s deteri- 
orating condition was due to a coronary condition. 
One patient was greatly undertransfused, and 
apparently the surgeon was not aware of this 
fact. In three cases the internists held on to 
patients in spite of surgical consultations urging 
syrgical intervention; this attitude speaks for 
lack of close cooperation. It is our opinion that 
in the management of this problem, there is no 
place for medicosurgical rivalry. The spirit of 
cooperation should prevail. The ulcer does not 
know whether it is being treated by a surgeon or 
an internist. The surgeon should realize that the 
bleeding from a peptic ulcer is not like the bleed- 
ing from a fractured spleen;1° as we know from 
clinical experience, in many instances the latter 
will stop and will not require surgical intervention. 
Saltzstein and his associates!! in their assay of 
the situation showed that about 80 per cent could 
be handled well without surgical measures, where- 
as about 20 per cent would be treated better by 
surgical means. The difficulty, of course, arises in 
the placing of each in its proper perspective and 
category. In only 16 of the cases did the surgeon 
see the patient before 12 hours had elapsed. The 
patient was not seen by a surgeon at all in six 
cases; the seeing of the patient by the surgeon 
was important in eight of the 34 cases. No other 
means except careful individualization by the 
surgeon and the internist, with each seeing the 
patient from the outset, can effectively accomplish 
the proper assorting and better therapy. 

INADEQUATE TRANSFUSIONS. — Inadequate 
transfusion was the most important factor in the 
demise of these patients, being of primary im- 
portance in 28 of the 34 cases. It is of interest 
that in over half of the medical cases (9) the 
patient received five pints of blood or under 
during the period of therapy (table 8). This 
amount certainly reflects inadequate transfusion in 
these patients, since the hemoglobin was cut in 
half (7 to 8 Gms.) in this group. The surgical 
patients received much more blood than did the 
medical patients, 14 receiving 11 pints or more. 
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Table 8.— Amount of Blood Given 





Prior to During Total Pints of 
Piats Operation Operation Blood 

Cases Cases Medical Surgical 
Under 5 4 13 9 0 
6-10 13 4 Ys 6 
11 - 20 3 3 2 12 
21-30 0 2 
Over 30 1 0 


(Only one transfusion reaction) 





Table 9.— Operative Factors 








Surgical 
Bleeding of the ulcer site at time of operation 14 
Operative time 
(decisive in 4 cases) 3 <2 hrs. 
13 <4 hrs. 
4>4hrs. 





This difference may indicate that the surgical 
patients experienced more severe bleeding than 
the medical ones; tempering this conclusion is the 
fact that several of the surgical patients (6) had 
excessive blood loss at operation. This group of 
patients received a tremendous amount of blood, 
and we were surprised to note the paucity of find- 
ings in the charts which would incriminate blood 
transfusion reactions. In only one case did such 
a reaction seem to be of paramount importance. 
Since many of these patients died of conditions 
which may have masked a transfusion reaction or 
may have caused it to play an inconsequential 
part in the evaluation of the demise, we can draw 
no safe conclusions of the blood transfusion re- 
action rate in this group. 

Massive blood replacement, while necessary, 
does carry risks. All are familiar with post-trans- 
fusion hepatitis, citrate intoxication, transfusion 
reactions and the like. These must be watched 
for, but in no way are a deterrent to administra- 
tion of large amounts of blood. The so-called 
bleeding tendency due to transfusions may be of 
multiple origin—platelet dilution, afibrinogenemia, 
loss of labile factors of clotting. It is often found 
that 3 or 4 pints of blood may produce these 
aberrations of bleeding. Krevans® found that in 
all of 14 patients receiving 10 pints of blood and 
over, there was a thrombocytopenia and most had 
an abnormal bleeding tendency. 


Operative Factors Influencing Management 


Actual bleeding from the ulcer site at the 
time of the operative procedure did not seem to be 
a great factor in the management of these patients. 
In 14 of the 20 surgically treated patients there 
was bleeding at the time of operation (table 9). 
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It is our belief that this finding is not paramount 
provided, of course, that the patient was bleeding, 
or there was presumptive evidence of continued 
or recurrent bleeding at the time of surgical de- 
cision. Finding active bleeding lends confidence 
to the surgeon that the bleeding site has been 
found. 

Similarly, operative time did not seem to be a 
great factor in the demise of these patients. Most 
of them (13) required less than four hours of 
operative time. There were, however, four patients 
who had, in our opinion, too large a procedure, as 
exemplified by too much operative time. 

More and more thought is being given to the 
operative procedure itself as a major factor in 
the cause of the demise of these patients. In the 
acutely ill, the less the procedure the less stress 
on the organism. Simple ligature of the vessel has 
been in disfavor because it has been claimed that 
it will not adequately protect the patient against 
bleeding in the postoperative period.? The loca- 
tion of the ulcer and the condition of the tissues 
might make this simple procedure less than 
desirable. In one of the cases presented, the ulcer 
had previously been sutured and a gastrojejunos- 
tomy of the Billroth II type was carried out. The 
patient, after receiving 8 pints of blood, expired 
63 hours after the operation from postoperative 
hemorrhage attributed to the previously ligated 
ulcer bed. This patient had cirrhosis and obvious- 
ly this was a factor in the fatal hemorrhage. In 
another case a 64 year old man with a marginal 
bleeding ulcer of the Billroth I type was danger- 
ously and laboriously carried through an operation 
lasting seven hours with the loss of 7 pints of 
blood during the procedure; this patient expired 
four days later with pancreatitis (amylase 1,050 
SU). Clearly, this was an error in judgment on 
the part of the surgeon. We think that, while 
removal of the ulcer is ideal, many of these pa- 
tients cannot tolerate large procedures of a great 
definitive nature. In some cases simple ligature 
of the vessel may suffice;1* in others a pyloro- 
plasty and vagotomy as advocated by Westland, 
Movius and Weinberg!* may be sufficient. A blind 
resection® is in order when no specific site of the 
gastric bleeding is found, but not until a thorough 
search of the stomach and duodenum has been 
made. Individualization tempered with sound 
judgment is a doctrine of management at the 
operating table, as well as in the preliminary 
phases. 

Other than too large a procedure, errors of 
surgical therapy are errors of technique as well 
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as blood loss during and after operation. Usually 
the patient had a multiplicity of errors com- 
pounding one another. There were nine technical 
errors, five of which were directly responsible for 
the patient’s demise. There were six patients in 
whom there was excessive blood loss at operation 
and in five of these, it was considered important. 
Pancreatitis, false passage, leakage of the suture 
line, blown duodenal stump, damage to the portal 
vein, leakage from the ulcer bed, ligation of the 
middle colic artery and laceration of the liver 
were technical errors which played a part in the 
demise of these patients (table 10). Although 
many of them were treated by residents, these 
dangerous “rocks and shoals” should ever be fore- 
most in the surgeon’s mind. 

Four patients died of unavoidable complica- 
tions. One had a pulmonary embolism, another 
intraperitoneal bleeding due to what we called 
“oozing disease,” another, the aforementioned 
cirrhotic with bleeding at the ulcer site, and the 
fourth a blood transfusion reaction. It is hard to 
evaluate a condition such as “oozing disease;” 
nevertheless, any experienced surgeon has en- 
countered it at some time in his career. It is our 
opinion that this is the result of suboxygenation 
and inadequate transfusion in the preliminary 
phases of management, and once it develops, there 
is little that one can do to control it. Giving a pint 
of fresh blood! every fourth transfusion should 
help prevent this condition. 

Anesthetic deaths continue to present them- 
selves and are always catastrophic. There were 
five errors, noted in the charts, one considered 
primary, in which the anesthesia was incriminated. 
Amongst them were a questionable air embolism, 
an aspiration postoperatively, and local as a poor 
choice of anesthesia; this last is mentioned in that 
it was thought to be a factor in the rupture of 
the stomach in one of the cases. Good anesthesia, 
as well as a qualified surgeon, is certainly neces- 
sary for the care of these acutely ill patients. 

DIscUSSION OF THE MEDICAL AND SURGICAL 
DratHus.—There were six hopeless medical deaths 
and one “hopeless” surgical death which was so 
classified as the result of a coronary condition; 
this patient should not have been subjected to 
operation (table 11). Four of the medical patients 
received inadequate medical therapy and had 
they been adequately transfused, would no doubt 
have survived. This is one of the areas in which 
aggressive therapy is certainly of paramount im- 
portance. Three of these four patients died of 
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Table 10.—Thirty-Four Peptic Ulcer Deaths 
Specific Surgical Errors 
Technical Errors 





Pancreatitis 

? False passage 

* Proximal gastrectomy suture line leakage 

* Blown stump 

* Portal vein tear 18 pints (associated hepatic artery 
aneurysm) 

Postoperative ulcer. bleeding after suturing ulcer bed 

* Ligation of middle colic artery 

* Laceration of liver 





* Primary errors 
Table 11.— Fourteen Medical Deaths Analyzed 





Six Hopeless From Outset 

1. 84 years Emphysema with auricular fibrillation 

2. 72 years Coronary. Admission hemoglobin 10.0. Re- 
ceived 3 pints blood 

3. 37 years Metastatic carcinoma of cervix 

4. 81 years Cancer of prostate. Nonprotein nitrogen 92 

5. 23 years Quadriplegic. Admission hemoglobin 7.0 
Received 10 pints blood 

6. 76 years Congestive Heart Failure. Blood urea nitro- 
gen 356 

Four Inadequate Medical Therapy 

1. 73 years Admission hemoglobin 5.0. Received water 
instead of blood 

2. 65 years Admission hemoglobin 6.0. Received only 3 
pints of blood in 90 hours 

3. 46 years Hemoglobin not done. Hematemesis for 3 
days. Expired 13 hours after admission 
Only 1 pint of blood was given 15 minutes 
prior to demise 

4. 42 years Admission hemoglobin 4.0. Received only 4 
pints of blood in 8 days 

Four Should Have Had Surgery 
A. Error Due to Diagnosis 

1. 41 years Admission hemoglobin 8.5. 17 pints blood/24 
hours. Varices vs. ulcer (autopsy-ulcer) 

2. 66 years Admission hemoglobin 14.0. 32 _ pints 
blood/78 hours. Jaundiced. Two months 
past coronary. Carcinoma vs. ulcer (autopsy- 
ulcer) 

B. Excessive Delay 

1. 7 weeks Admission hemoglobin 7.0. 5 pints blood/8 
days (autopsy-ulcer) 

2. 47 years Admission hemoglobin 9.2. Hemoglobin 7.5 
after receiving 5 pints of blood. Expired 13 

hours after admission (autopsy-ulcer) 





Table 12.— Three Excessive Medical Delays 
Treated Surgically 





1. 28 years Surgical intervention advised 18 hours prior 
to operation. Received 14 pints of blood. Ex- 
pired 32 hours after admission. 

2. 47 years Admission hemoglobin 9.2. Hemoglobin 7.5 
after receiving 5 pints of blood. Expired 13 
hours after admission 

3. 52 years Received 9 pints of blood 110 hours prior 
to surgery; total 17 pints. Expired; multiple 
acute ulcers 





inadequate transfusions; one received water in- 
stead of blood and died of hemodilution. Four 
other medical patients who died should have had 
surgical treatment. Of two with diagnostic errors, 
one received 17 pints of blood over a 24 hour 
period on the basis of a diagnosis of varices in- 
stead of ulcer. The other was a jaundiced patient, 
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ho was thought to have a carcinoma of the 
~mpulla of Vater, which, after 32 pints of blood 
ad been administered and a 72 hour period had 

lapsed, proved on autopsy to be a bleeding pos- 
rior bulbar duodenal ulcer. A third patient seven 
eeks of age, with bleeding for a period of eight 
cays, could possibly have been saved had there 
been early surgical intervention. The fourth was 
exsanguinated while surgical intervention was be- 
ing made available. 

Of the surgical cases, three would have been 
better handled medically. One patient was over- 
transfused; another had an inadequate preopera- 
tive transfusion and the condition probably would 
have stabilized on medical therapy; and a third 
died because of an error in diagnosis of coronary 
disease in the belief that the deteriorating con- 
dition of the patient was due to a bleeding ulcer 
(table 12). There were seven surgical cases in 
which death was directly attributed to inadequate 
preoperative transfusion, and in three of these 
there was excessive medical delay. There were 
five primary technical errors, a finding which 
points out the hazard of performing an operation 
of this magnitude without exercising careful judg- 
ment and skill. Making up the hard core from the 
surgical viewpoint are the four unavoidable com- 
plications (table 13). 

From a theoretical point of view, 10 of these 
cases, including the medical hard core, were not 
salvagable, making a theoretically salvagable 
group of 24 patients. It might be well to conclude 
this point by citing the famous saying of Whittier: 


For of all sad words of tongue or pen, 
The saddest are these: “It might have been!” 


Summary 


Massive hemorrhage can be, and often is fatal 
when not treated. 

Most massive bleeding in this series occurred 
from sudden erosion into a large vessel. In over 
half of the patients the onset occurred one day 
or less prior to admission. 

Less than one third of the patients had a pre- 
vious history of massive bleeding. 

About two thirds had a documented history of 
ulcer. 

Hematemesis occurred in all but two and melena 
in all. 

In 77 per cent of the patients the bleeding oc- 
curred after the age of 50; fatal hemorrhage may 


occur at any age. 
Cardiovascular disease is the most common 





FERGUSON AND REINSTINE: 


PEPTIC ULCER BLEEDING 895 


Table 13.— Primary Errors in Surgical Cases 
Leading to Demise 





Inadequate preoperative transfusions, earlier surgery 7 
(includes 3 excessive medical delays) 
Should have had medical therapy 3 
Coronary 
Overtransfused 
Inadequate transfusion, but would have stabilized 
on conservative management 
Anesthetic death : 1 
Technical errors 5 
Suture line leakage 
Blown stump 
Portal vein tear 
Middle colic artery ligation 
Lacerated liver 
Unavoidable complications 4 
Blood transfusion reaction 
Pulmonary embolism 
Postoperative ulcer bed bleeding in a cirrhotic 
Oozing disease 





associated disease, but the most hazardous is 
pulmonary emphysema. 

Over half of the bleeding sites were due to 
posterior penetrating duodenal ulcer; less than 
one third were gastric. 

The rate of blood loss is a most important 
factor; in half of this group the loss of blood 
was greater than 1 pint every eight hours. 

The most important error in management was 
inadequate transfusion. 

Mediosurgical rivalry has no place in manage- 
ment. 

Earlier surgical intervention is urged in many, 
but not until a concerted attempt at restoring the 
blood volume has been made. 

The patient should be seen as soon as possible 
by both the surgeon and the internist. 

If bleeding recurs on conservative manage- 
ment, operation is indicated. 

If a patient continues to lose more than 1 
pint of blood every eight hours within the first 
24 hours, that is, 1,500 cc. after the initial blood 
volume replacement, he should be operated on. 

The optimum time for surgery is early in the 
second 24 hour period, and the recognition of a 
“point of no return” should be considered before 
the 48 hour period. 

The keynote of management is individualiza- 
tion and intensive, vigorous, constant personal 
attention. 

Large amounts of blood are well tolerated, 
but are not entirely without danger; a fresh pint 
of blood every fourth transfusion is recommended. 

Large operative procedures and excessive blood 
loss at operation are to be discouraged; a simple 
operation to check the bleeding should be given 
careful consideration. 
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Technical and anesthetic errors are ever 
present and are to be guarded against. 

Unavoidable complications and hopeless cases 
are encountered. 
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Discussion 

Dr. Lester R. Dracstept, GAINESVILLE: I should like 
to compliment Drs. Ferguson and Reinstine on this care- 
ful study and on their conclusions, which seem to me 
to be well justified. Cooperation between the internist 
and surgeon is a first essential in the wise handling of 
the massively bleeding ulcer patient. If a skilled en- 
doscopist is available, he also should be called upon in 
an effort to make an accurate preoperative diagnosis. The 
roentgenologist, too, is a part of this team, and we need 
not fear his manipulations. 

As many of you know, I have for many years ad- 
vocated vagotomy and pyloroplasty or gastroenterostomy 
as the definitive surgical treatment of duodenal ulcer. 
It was, however, my usual practice to perform vagotomy 
and low gastric resection of the Billroth II type for ac- 
tively bleeding duodenal ulcers. As the authors have 
pointed out, in recent years Dr. Joseph Weinberg and 
Dr. Jack Farris and their associates in Los Angeles have 
each reported relatively large series of actively bleeding 
duodenal ulcer patients treated by pyloroplasty, ligation 
of the bleeding point, and vagotomy. Each of these 
surgeons has reported an exceedingly low mortality, much 
lower in fact than anyone has secured by gastric resec- 
tion. Since the actively bleeding duodenal ulcer patient 
is a poor surgical risk in spite of repeated blood trans- 
fusions, I now believe these patients should be treated by 
pyloroplasty, ligation of the ulcer with a heavy silk or 
linen suture, and vagotomy in preference to gastric 
resection. 
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_ Dr. James L. Bortanp, Jacksonville: Dr. Ferguson 
is to be commended for a substantial contribution to our 
knowledge in this field. It has been my personal belief 
that the statistical approach to this problem is of little 
avail and that specifically the mortality figures given 
from the large medical centers are entirely too high and 
tend to render us unnecessarily fearful when confronted 
with substantial gastrointestinal hemorrhage. These fig- 
ures certainly do not conform to my experience in private 
practice, nor, as I came to review the figures in Jack- 
sonville hospitals, do they agree with what has occurred 
in this locality. 

The over-all mortality for bleeding peptic ulcer of all 
types is around 5 per cent with the greater proportion 
of the mortality as usual in the gastric ulcer group. 
Dr. Ferguson’s paper would indicate that even this is 
needlessly high. 

Dr. Ferguson’s paper is the outgrowth of discussions 
in a joint medical-surgical clinic at the Duval Medical 
Center. It was soon realized that current “medical” 
versus “surgical” debates were senseless and largely stem- 
med from ignorance of what actually occurs. It is clear 
that in the over-all problem there are both elements, 
that the lines could be clearly drawn, and that if the 
gastroenterologist and the surgeon each attended to his 
own side and cleaned up his own house, he would be 
well occupied and have little time to scrounge around 
in the other fellow’s domain. 

There is certainly a small group of bleeding patients 
that are going to be lost no matter how careful the 
treatment. There will be a few cases in which the choice 
of surgical intervention is a matter of such delicate judg- 
ment that no one can expect always to be right. Patients, 
as Dr. Ferguson pointed out, will be lost with and with- 
out surgical treatment, and post hoc no clear error can 
be detected. For the majority of deaths in hemorrhage 
from peptic ulcer, however, the cause is neglect of certain 
basic rules. Generally fatalities result from failure to fol- 
low the patient closely enough, or violation of basic sur- 
gical rules, or faulty surgical technique. 

The cardinal rule is that the physician must be pre- 
pared to attend his patient personally, that a continuing 
evaluation must be carried out, and that during the 
period of hemorrhage changes in the patient’s condition 
be detected with sufficient speed to enable the physician 
to alter his program to meet them. 

Medical management, which largely consists of seda- 
tion, atropinization and judicious neutralization, preven- 
tion of hunger and adequate blood replacement shou!d 
be energetic and flexible. 

In summary, our present procedure at Duval Medical 
Center, as well as in private practice, is that the patient 
is admitted to medical service where blood is replaced 
as rapidly as is feasible until a hemoglobin determination 
of 12 Gm. and a hematocrit reading of between 35 and 
40 are reached. These figures were selected since, in 
general, anemia below this point becomes symptomatic 
and it is thought that it could contribute to deterioration 
of the patient. A word about transfusions—if the patient 
is in shock, of course, the blood may be pumped in, but 
only to combat shock. With shock overcome, and in the 
absence of shock, the patient is rather slowly transfused 
continuously with sufficient speed to overcome any loss 
of blecd and to reach the desired blood level. This level 
is then maintained, and the amount of blood and the 
rapidity with which it need be injected are, therefore, 
an indication of the degree of the hemorrhage. It is fre- 
quently checked with the blood volume. Following each 
fourth transfusion, we also check the various bleeding 
tendencies and calcium and potassium. Good precautions 
are taken to warm the blood to prevent potassium ac- 
cumulation and to supply calcium. We believe that there 
is no evidence that administration of blood, per se, in- 
jures the patient in any way; nor have we, in any of 
cur patients in whom generalized oczing occurs, evidence 
of any measurable defect. We are unable to measure 
many things in the blocd in Jacksonville, but those that 
we can measure are not affected. 

Furthermore, the literature, we believe, does not sub- 
stantiate the fact that anything is introduced into the 








at 
to 
St 
re 


Me 


of 











~. Frortpa M.A. 
EBRUARY, 1961 


atient which is likely to cause bleeding. When oozing 
ccurs, we believe that the patient has lost something 
vhich we have failed to replace. This factor is important 
ecause so much is said about the harmful effects of 
ransfusion that people become afraid to submit to 
ransfusion, and we think that intractable shock is, in 
aost cases, a failure to replace blood volume adequately. 
Vhen larger amounts of blood are administered and are 
dministered more rapidly, the shock can be overcome. 
Ve think that the evidence is that it is not really feasible 
o blow out a clot by increasing the blood pressure with- 
n limits that are reasonable. This finding has been demon- 
strated adequately in dogs, and it has been our common 
experience. Increasing the blood volume above normal 
may result in pulmonary edema. This, however, will 
not occur so long as the patient is in shock. When shock 
has disappeared, the injection of blood may be slowed 
and blood volume measurements curtailed. 

The decision as to whether surgical therapy should or 
should not be undertaken should be made by the phy- 
sician who has been taking care of the case. Rightly 
or wrongly, he is the only one in a position to know. 
The technical part of what shall be done can be deter- 
mined by the surgeon. There are several definite indica- 
tions for operation: (1) If the hemorrhage continues 


Surgical Treatment of 


Parkinsonism is a progressively disabling dis- 
order,! and medical treatment is as yet impotent 
to prevent eventual complete invalidism in many 
patients. 

The surgical approach to the therapy of the 
extrapyramidal disorders has progressed signifi- 
cantly during the last few years, and a practical 
treatment of parkinsonian symptoms can now be 
offered.2-> Surgery can ameliorate rigidity and 
tremor, or make them disappear entirely. It must 
be stated, however, that not all patients with 
parkinsonism are candidates for surgery and that 
only the symptoms—trigidity and tremor—so far, 
can be attacked by this method. 

The present series of patients has been oper- 
ated on, with employment of a stereotactic device, 
to produce a lesion in the basal ganglia and de- 
stroy fibers that transmit the pathologic impulses 
responsible for rigidity and tremor. The lesion is 
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unabated in a degree sufficient to require transfusions 
at five to six hour intervals, so that one will probably 
run out of blood. Having replaced the blood lost prior to 
admission, one may establish this rate readily. (2) If 
hemorrhage stops and then after an interval of medical 
treatment recurs in the same degree as of the original 
hemorrhage. Actually in St. Vincent’s Hospital about 9 
to 10 per cent of the patients are subjected to operation. 
Once the patient is transferred to surgical care, we be- 
lieve that the surgeon should be bound by certain rules: 
(a) his sole duty is to stop the hemorrhage; (b) bleed- 
ing duodenal ulcer is not of itself an indication for gas- 
trectomy; and (c) operation at the time of hemorrhage 
should be performed only when required by technical 
reasons to stop the hemorrhage. We believe that this 
surgical approach will reduce the mortality resulting from 
excessive operative procedures and that it will further- 
more encourage the gastroenterologist to seek surgical aid 
earlier if he can be certain that a prolonged operation 
will not be involved unless necessary. 

Again, I thank Dr. Ferguson for presenting his mate- 
rial, and it is a fine contribution. 

Dr. Fercuson, closing: We would like to thank Dr. 
Dragstedt and Dr. Borland for their very informative 
discussions. 


Parkinsonism 


IRWIN PERLMUTTER, M.D.* 
AND Davin FarrMAN, M.D.** 
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placed on the left side to correct disability in the 
right-sided extremities and vice versa. Many 
methods have been employed to try to place a 
lesion accurately and consistently in a series of 
patients in a preselected site,6-® but it has been 
demonstrated that the simple stereotactic instru- 
ment devised by one of us (D.F.)?° is the most 
satisfactory so far. 

This instrument is composed of a platform, 
which is secured to the skull and upon which are 
mounted consecutively an x-ray guide and a 
needle holder with correction scales. The point 
to be approached is selected and with the x-ray 
guide in place, lines are drawn from which in the 
anterior posterior and lateral planes corrections 
from a zero line are determined. The correction 
angles are then adjusted on the needle holder and 
the preselected site is reached with precision. 

In each of these patients it was possible to 
make an accurately placed lesion with a single 
needle placement. With the patient awake, the 
instantaneous relief of tremor and rigidity, which 
by follow-up over a two year period has so far 
proved permanent, was demonstrated. 
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Report of Cases 


Case 1—A 47 year old, right-handed bench mechanic 
for Eastern Air Lines, referred by the Florida State 
Vocational Rehabilitation Commission, was examined on 
Oct. 2, 1958. He had had symptoms of parkinsonism 
for approximately three years. The first symptoms ap- 
peared as rigidity and tremor in the right arm and right 
foot in September 1955. At examination he showed 
marked rigidity and tremor of the right-sided extremities. 
He complained of pain in the neck and back and of con- 
stant headaches. He was practically unable to work. 


Left chemopallidectomy was performed on October 
28, with use of the Fairman stereotactic instrument. 
When the patient was examined on November 20, there 
was no tremor or rigidity on the right side. Motion was 
excellent. The gait was markedly improved. Pain on 
’ the right side of the back and neck and constant head- 
aches had disappeared. “He now works, performing his 
duties as a bench mechanic as well as he did three years 
ago, before he became sick.” His last examination on 
Oct. 20, 1959 was as previously. He works productively 
every day. There is no tremor or rigidity of the right- 
sided extremities. 


Case 2.—A 43 year old, right-handed man, with a his- 
tory of tremor and rigidity involving the right-sided 
extremities for the past four years, was examined on 
July 14, 1958. He was referred by the Florida State 
Vocational Rehabilitation Commission because he _ be- 
came unemployable. 


The patient was admitted to Doctors’ Hospital where, 
on September 29, with the use of Fairman stereotactic 
apparatus, a left chemopallidectomy was performed. On 
examination one and one-half years later, there was no 
tremor or rigidity whatsoever of the right-sided extrem- 
ities. Motor power was normal, and a _pre-existent 
tremor of the jaw and lip had completely disappeared. 
The patient is now working steadily and drives 20 miles 
to and from work daily. 


Case 3—A 50 year old, right-handed woman who 
had become unable to keep house for her brother, was 
referred by Dr. Erwin Perlstein of Louisville, Ky. Her 
first symptoms appeared eight years previously as pain 
in her right shoulder, followed by tremor of the right 
hand. The symptoms gradually became worse. One year 
before consulting us, she had been operated on in another 
hospital with no improvement. At examination, she 
presented bilateral alternating regular tremor with rigidity 
more marked on the right. A right-sided chemopallidec- 
tomy was performed on Oct. 3, 1958. 


The patient was re-examined on March 10, 1960. 
She walked practically normally. She reported that she 
is able to do all the housework, shower in 10 minutes, 
P pull on her girdle, drive her car, and stoop, bend, work 
with the vacuum cleaner and perform all the activities of 
a normal woman. It was remarkable how her facial 
expression had returned to normal. There was some 
rigidity in the right upper and lower extremities with 
a slight tremor on the right side. The left side showed 
no rigidity and no tremor. 
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Discussion 


In the first two cases rigidity and tremor were 
treated in patients with “early” parkinsonism, in 
whom the extremities of only one side were in- 
volved. Their symptoms were entirely relieved. 

In the third case the bilateral manifestations 
of “more advanced” parkinsonism were present. 
In such patients it is possible to relieve or com- 
pletely abolish the motor abnormalities of one 
side, at least, and thus enable a patient to man- 
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age better his daily activity, work and social af- 
fairs. It is most important to understand that 
relief of symptoms in the extremities of even one 
side in these patients is a guarantee against the 
inevitable complete invalidism that befalls many 
patients with this “disease.” 

Certain contraindications to surgical therapy 
such as more generalized cerebral organic deteri- 
oration, psychoses and severe hypertension, may 
preclude the benefits of chemopallidectomy.1 

A series of 29 patients was operated upon by 
us to relieve abnormal involuntary movements 
and/or rigidity. Of these patients 21 were park- 
insonian and eight were “cerebral palsied.” Of 
the 21 with parkinsonism 20 were relieved par- 
tially or completely of their symptoms. There 
were no operative deaths in this series, and hemi- 
plegia did not occur. 

It is believed that these results are due to 
the careful selection of patients, a fundamental 
understanding of the pathogenesis of the parkin- 
sonian complex, and the use of the Fairman 
stereotactic device which permits the precise 
placement of a lesion in a preselected site. 


Summary 


The application of a new instrument in a series 
of patients with parkinsonism is presented. 

Three cases are reported, representing “early” 
and “more advanced” types of this disorder. 
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Use of Antiabortion Components 
in Routine Antepartum Dietary Supplement 


WirttiaM H. Kirk ey, M.D., 


J. C. GILBert Jr., M.D., anv G. C. McDanret, M.D. 


Since the majority of abortions in an obstetri- 
cal practice occur in that large group of patients 
where no trouble is expected rather than in the 
small group of habitual aborters who usually 
receive most of the attention, we realized that 
unless antiabortion measures were used on all 
patients, there could be no general lowering of 
our abortion rate. We adopted the procedure of 
adding to the routine antepartum supplement 
antiabortion components to see what effect they 
would have on our incidence of abortions. This 
paper is devoted to our activities with little dis- 
cussion of the various theories or other studies on 
abortion. Our opinions are supported by data 
collected under controlled conditions on patients 
in groups that are sufficiently large to be of 
statistical value. 

Our control group comprises those patients 
who were seen from the time this practice was 
first established by one of us in 1952 until July 
1956. In their management they received the same 
basic dietary supplement as those who received 
the antiabortion supplement. By using our own 
control group we have definite figures for com- 
parison rather than relying on a nebulous nation- 
al average. Also, the incidence of abortions in our 
hospital (excluding our patients) from July 1, 
1956 to March 1, 1959 was 12.8 per cent. 

In this study we departed from the usual pro- 
cedure in that, in addition to all patients who 
were pregnant on their first visit, we also included 
those who were actively aborting and those who 
had freshly aborted. This group gave a fairly good 
picture of the total incidence of abortions occur- 
ring in our practice, but a percentage higher than 
if we had used only those patients who were preg- 
nant at the time of their first visit. 

During the period when the special compo- 
nents were added to the diet, in addition to those 
patients who were pregnant we likewise included 
those who were actively aborting and those who 
had freshly aborted to our percentage of abor- 
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tions. This period extended from July 1, 1956 to 
March 1, 1959. During this time a total of 2,025 
patients was seen. Those patients who were ac- 
tively aborting and those who had already aborted 
did not receive antiabortion therapy for obvious 
reasons- There were also a few patients that abort- 
ed who failed to get the special medication for 
one reason or another. These were included here. 
All others including those who were bleeding 
moderately on their first visit and the habitual 
aborters were put on the same general manage- 
ment, except the dose was doubled during the 
first four months for those who were bleeding or 
had bad obstetrical histories. Five habitual abort- 
ers continued to abort on the special dietary 
supplement, but they were lumped together with 
the others without any special classification. 

By including all patients under one blanket 
type of management we were able to get a fair 
idea as to the effect of the special dietary supple- 
ment on the abortion rate in our practice. This 
approach gave us almost 50 per cent reduction 
in abortions and would have been better had we 
not included those in our percentage whose preg- 
nancies were beyond retrieve when first seen. 

The antiabortion components were put in a 
capsule separate from the routine antepartum 
capsule for the first years; thereafter, they were 
included in an antepartum capsule which has the 
trade name Hi-Vi Caps. The recommended dose 
of both the capsule that contained only the anti- 
abortion components and the antepartum capsule 
in which they were later incorporated was two 
capsules daily for most patients. If the patient 
was bleeding or had previous abortions, a dose 
of four capsules a day was recommended for the 
first four months and two thereafter. 

One of the antiabortion components is a dose 
of 200 mg. of ascorbic acid in each capsule. The 
importance of ascorbic acid has been well estab- 
lished for both the growth and maintenance of 
new tissues. The other component is a dose of 60 
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mg. of hesperidin - methylene - carboxy - chalcone, 
which is a comparatively new water-soluble de- 
rivative of hesperidin. Its biological action is ex- 
hibited as a stimulant to the growth processes, 
and it is used in other fields of medicine to stimu- 
late healing in such entities as ulcerative lesions. 
It is also used in hemorrhagic conditions due to 
vascular fragility. 

By using a large dose of ascorbic acid we do 
not find it necessary to rely on dietary sources 
to get a uniform daily intake. We are of the 
opinion that the dose of ascorbic acid recommend- 
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ed by the Council on Foods and Nutrition is not 
adequate for some patients and believe that our 
results justify this opinion as the control group 
of patients received ascorbic acid within the dose 
range recommended. 


We encountered seven abortions that ex- 
hibited molar changes in varying degrees and one 
choriocarcinoma. Three of the patients with hyda- 
tid moles received the antepartum capsules. We 
believe our unusually high incidence of moles is 
a chance phenomenon. 


Analysis of Data 


(1) 
(Based on 897 patients) 
(Control Group) 


(2) 
(Based on 2,025 patients, 
which is the total number 
seen during the period of special therapy) 


(3) 
(Based on 2,025 patients) 


(4) 
(Based on 1,931 patients) 


(5) 
(Based on approximately 
1,800 patients. Among 
these were a goodly number 
of patients with bad ob- 
stetrical histories) 


14.6 per cent of the total number of patients who were 
seen during the control period aborted. 


4.64 per cent (94 patients) of the total number of patients 
seen during the period of special therapy aborted without 
receiving treatment. Some of them were actively aborting 
when first seen; some had already aborted, while others 
missed getting the special medication for one reason or 
another. 


2.96 per cent (60 patients) is that part of the total number 
of patients seen during the period of special therapy who 
aborted subsequent to their first visit. They received the 
special dietary supplement. 


3.05 per cent (60 patients) of the patients who were preg- 
nant at the time of their first visit received the special 
medication but aborted. This is the same group of aborters 
as in (3), but the per cent is calculated on the num- 
ber who were pregnant at the time of their first visit and 
received antiabortion therapy. 


1.8 per cent of that part of the patients who were having 
no trouble at the time of their first visit aborted. This is 
the per cent that might be approached if all patients are 
given adequate antiabortion therapy soon after they miss 
the first menses. The degenerative changes that precede 
abortion in most cases usually begin well in advance of the 
actual onset of the abortion. We are of the opinion that 
early antiabortion therapy may prevent a large part of 
such changes. 


Summary and Conclusions 


That part of the total number of patients seen during the period of special therapy who aborted and received 
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4.6496 


That part of the total number of patients seen who aborted after receiving medication ..............0.0.0.0000 2.96% 
Total per cent of abortions encountered during the period of special therapy 2................cccccccccccccesseseeeseteteeeees 7.60% 
Abortions during control period.............0...0...00:ccccc00 . 14.60% 
Abortions during period antiabortion therapy was used.............. . 760% 
NE RS A aR Par ere non es ne =o Gee Ar ieee 7.00% 


This was a controlled study on groups of pa- 
tients sufficiently large to be statistically reliable. 
Had we counted only patients who were preg- 
nant and received special medication on their 
first visit, including the moderate bleeders and 
those with bad obstetrical histories, the per cent 


of abortions would have been 3.05 per cent during 
the period of special dietary therapy. 

The abortion rate among patients who regis- 
tered and were put on antiabortion therapy before 
they had bleeding was only 1.8 per cent. 
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This study was made to determine the effects 
of a dietary supplement containing antiabortion 
components on the over-all abortion percentage. 
The only departure from uniform management 
was that the patients who were bleeding and 
those with bad obstetrical histories were put on 
four capsules a day for the first four months in- 
stead of the usual two. 
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The use of special antiabortion components in 
the dietary supplement is obstetrically sound and 
economically feasible. 


The material used in this study was supplied by Tropic 
Drug Company, Fort Lauderdale. 


2000 South Andrews Avenue. 


The Use of Newer Psychiatric Drugs 


in Medical Practice 


Their Specificity of Action in Relation 
to Target Symptoms and Dynamic Situation 


Recently many new drugs have come into use 
for the treatment of emotional disturbances. Al- 
though the use of the drugs themselves plays only 
one part in the over-all treatment of emotional 
disorders, their very availability has made a great 
impact on treatment, and they have provided in- 
estimable benefit to patients. Their mushroom- 
ing growth, however, has been associated with 
some disadvantages. With such a vast array of 
psychopharmacologic drugs available, it has often 
been a matter of chance as to which drug has 
been chosen for a given patient; as a result, pa- 
tients and physicians have been unnecessarily dis- 
appointed on many occasions. It is the purpose 
of this paper to illustrate that each drug has a 
definite specificity for particular clinical condi- 
tions so that a more satisfactory choice is usually 
possible. 

Table 1 lists some of the drugs currently avail- 
able, with the usual dosages and commoner side 
effects. These include (1) phenothiazines, (2) rau- 
wolfias, (3) minor tranquilizers, and (4) anti- 
depressants. Typical examples of each group, giv- 
en in the same order, are: (1) chlorpromazine 
(Thorazine), (2) reserpine (Serpasil), (3) mepro- 
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bamate (Equanil and Miltown), and (4) niala- 
mide (Niamid) and imipramine (Tofranil). From 
the table it can be seen that, in general, the more 
effective the drug the more severe are the side 
effects, and that all of these drugs have signifi- 
cant dangers. For example, chlorpromazine 
(Thorazine), perhaps the most effective drug for 
hyperactivity, produces a great number of cardio- 
vascular and central nervous system side effects, 
and the danger of hepatitis and agranulocytosis. 

The initial aim of use of these drugs is the 
relief from intense disruptive emotions, so that 
the patient might more fully utilize resources 
within himself and his environment to achieve a 
more effectual way of living. On a longer term 
basis, use of drugs might serve to decrease basic 
difficulties such as thinking disturbances, or more 
likely to minimize the intensity of discomfort due 
to the chronic presence of anxiety-provoking situ- 
ations which cannot be modified. Thus, drugs can 
help in the effort toward fuller use of available 
resources which are interfered with by the emo- 
tional illness. For example, the presence of de- 
pression, fatigue and hopelessness may prevent 
the expenditure of effort towards health; and the 
presence of bizarre delusional thinking may pre- 
vent adequate perception of, and relationship to, 
the real world. 
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ees . ’ . ExtTRA- IDIOSYNCRATIC 
Generic NAME Trape NAME AND COMPANY MILLIGRAMS INTESTINAL VASCULAR PYRAMIDAL AND OTHER 
I. MAJOR TRANQUIL- 
IZERS 
PHENOTHIAZINES 
Chlorpromazine (Thorazine—SKF) 25-100 qid x xX Xx Hepatitis, agranulocytosis 
Promazine (Sparine—Wyeth) 50-200 qid x x x Hepatitis, agranulocytosis 
Mepazine (Pacatal—Warner-Chilcott) 25-50 tid x x xX Atropine-like 
Prochlorperazine (Compazine—SKF ) 5-30 tid Xx xX More extrapyramidal 
Perphenazine (Trilafon—Schering) 2-6 tid xX = More extrapyramidal, restless- 
Promethazine (Phenergan—Wyeth) 100-150 qd ness (little effectiveness) 
Triflupromazine (Vesprin—Squibb) 100-150 qd Zz More extrapyramidal 
Trifluoperazine (Stelazine—SKF) 1-8 tid x More extrapyramidal 
Thiopropazate (Dartal—Searle) 2-10 tid x More extrapyramidal 
Thioridazine (Mellaril—Sandoz) 25-200 tid (Data suggest fewest side 
effects) 
RAUWOLFIAS 
Reserpine (Serpasil—Ciba) 1-1 bid x x xX Skin rash; peptic ulcer ruptures; 
depressions 
Deserpidine (Harmonyl—Abbott) 44-2 tid ‘4 x xX Data incomplete 
Rescinnamine (Moderil—Pfizer) 4-4 bid x ~~ x Data incomplete 
MINOR TRANQUIL- 
IZERS 
PROPANEDIOLS 
Meprobamate (Miltown—Wallace; 200-400 tid x 4 Skin rash, edema, habituation 
Equanil—Wyeth) 
(Ultran—Lilly ) 300 tid Data incomplete 
ANTIDEPRESSANTS 
HYDRAZINES 
Ipronazid (Marsilid-Hoffmann-La Roche) 10-25 tid xXx Hepatitis, atropine-like, 
Phenelzine (Nardil—Warner-Chilcott) 15 tid confusion 
decreasing x x Data incomplete 
to daily 
Phenaglycodol hydrazine (Catron—Lakeside) 3 qd xX Hepatitis, visual color 
disturbance 
Nialamide (Niamid—Pfizer) 25-50 qid xX Restlessness (data incomplete) 
AMPHETAMINES 
Dextroamphetamine (Dexedrine—SKF) 2%-10 tid x x Anxiety, restlessness 
Dextroamphetamine (Dexamyl—SKF) 5 tid x xX Anxiety, restlessness 
with amobarbital 30 tid x - Anxiety, restlessness 
Methamphetamine (Desoxyn—Abbott) 212-5 tid xX x Anxiety, restlessness 
OTHERS 
Methylphenidate (Ritalin—Ciba) 5-10 tid x x Anxiety, restlessness 
Acute anxiety, restlessness, skin 
Pipradrol (Meratran—Merrell) 1-2% tid x Xx rash 
Deanol (Deaner—Riker) 25 tid x Xx Data incomplete 
Imipramine (Tofranil—Geigy ) 25-75 tid x 





On high dosage, diplopia, trem- 
or, seizures 
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Mood lability, distorted time 
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sense, depression, drowiness 


Skin rash, 


fatigue, 


addiction, 


250 tid 


(Doriden—Ciba) 


Glutethimide 


drowsiness 


Drowsiness, 


data _ in- 


fatigue, 


250-500 bid 


(Placidyl—Abbott) 


Ethchlorvynol 


data _ in- 


fatigue, 


complete 
Drowsiness, 


50-200 bid 


(Noludar—Hoffmann-La Roche) 


Methyprylon 


complete 
Drowsiness, 


data in- 


fatigue, 


800-1000 qd 


(Quiactin—Merrell) 
(Valmid—Lilly) 


Oxanamide 


complete 
Drowsiness, fatigue, data in- 


500 tid 


Ethinamate 


complete 
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Target Symptoms 

These drugs have specificity in terms of readi- 
ly observable target symptoms. For instance, 
chlorpromazine (Thorazine) is specifically indi- 
cated for hyperactivity, hostile aggressiveness, 
sexual unrest, and severe anxiety, but contra- 
indicated in mild anxiety and depression. Mepro- 
bamate (Equanil and Miltown) is indicated for 
mild anxiety and muscle tension; barbiturates for 
mild anxiety and insomnia. Thus each group of 
drugs has specificity in relation to target symp- 
toms. Variations within each group of drugs make 
finer choices possible, as for example, chlorpro- 
mazine (Thorazine) for severely disturbed pa- 
tients with physical hyperactivity, but trifluo- 
perazine (Stelazine) for similarly disturbed pa- 
tients with lethargy. 

Specifically, the choice of drugs can first be 
considered from the standpoint of the primary 
target symptoms against which they are to be 
directed. Table 2 lists some of the commoner 
target symptoms in the left-hand column, and to 
the right lists clinical estimates of relative effec- 
tiveness of various types of drugs. In some in- 
stances, a drug may have a positive benefit 
(shown by +1 to a maximum of +3) or a nega- 
tive disadvantage (—1 to —3). In addition, a drug’s 
initial effectiveness may rapidly decrease, as with 
barbiturates, where initial high effectiveness for 
insomnia rapidly diminishes as tolerance to the 
drug develops. This fall-off is indicated by the 
symbol following the effectiveness number; with 
reference to barbiturates, for example, +3- in- 
dicates high initial effectiveness, but decreasing 
effectiveness with continued administration. 

It should be emphasized that target symptoms, 
as used herein, are clinical symptoms clearly 
recognizable by every physician, and are not 
limited to detection by a specialist in psychiatry. 
Hence, the practitioner can rely on his usual clini- 
cal techniques and observe the presence, in speech 
or action, of such symptoms as anger, hyperac- 
tivity, irritability, sadness, slowness, elation, re- 
sentment, and suspicion. The physician can always 
make note of the target symptoms displayed by 
the patient, whether in the office, home, or hospi- 
tal, and of the characteristic ways in which the 
patient handles routine responsibilities and stress- 
es, as well as his relationships to the physicians, 
staff, and other persons. 


Dynamic Situation 
In addition to the readily observable target 
symptoms, many physicians know a patient in 
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great detail, and thus can use knowledge of the 
underlying personality and illness in effecting a 
more precise selection of treatment. The dynamic 
situation—the balance of forces at play which 
result in the target symptoms—can then be used 
to provide an even finer discrimination in the se- 
lection of the drug. The major symptoms alone 
may suggest one of several drugs, or a combina- 
tion, but the dynamic situation determines the 
most appropriate selection. Thus, a clinical im- 
pression of the personality dynamics and variety 
of symptoms present can be made, and used for 
a more judicious choice of drugs, if a drug is 
necessary at all. 


Case Material 


The following examples illustrate how the 
target symptoms indicate the general kind of drug 
to be used, and how a knowledge of the dynamic 
situation further narrows the field. 

1. UNDERLYING EMOTIONAL PROBLEMS DE- 
TERMINE THE CHOICE OF DRUGS: FoR EXAMPLE, 
IN DEPRESSION: 

A. A male patient is depressed, tense, and slow, 
but by his every glance and reference also demon- 
strates veiled anger at, and resentment of, his 
wife. To give him an antidepressant such as imi- 
pramine (Tofranil) alone will often simply release 
energy which might cause the eruption of violence 
directed outwardly towards his wife or inwardly 
towards himself. In this case, the simultaneous 
use of a phenothiazine with minimal sedative 
properties, such as trifluoperazine (Stelazine), 
could serve to decrease the intensity of the hostile 
feelings so that they would not be overwhelming 
and could be dealt with through environmental or 
individual means while the depression was being 
relieved by the imipramine. 

B. In contrast, if a similarly depressed patient 
is seen, but with little or no evidence of under- 
lying hostility and the depression seems to be due 
to a deep loss, then a phenothiazine would be con- 
traindicated as it would be likely to worsen the 
depression. An antidepressant of the monoamine 
oxidase inhibitor type, such as nialamide (Nia- 
mid) or phenelzine (Nardil), or of another type 
such as imipramine (Tofranil), would be indi- 
cated in addition to a supportive relationship by 
the physician. The combination would aim to 
increase the patient’s sense of worth through the 
physician’s demonstrated interest and effort. 

C. A third example is the depression which 
seems to be due almost entirely to angry resent- 
ment, handled by being held in. Here the use of 
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phenothiazines alone, plus adequate measures to 
deal with both the sources of the anger and the 
means for its appropriate expression, would be 
indicated. 

2. SIDE EFFECTS OF DRUGS ARE IMPORTANT IN 
CERTAIN SITUATIONS: FOR EXAMPLE, ACUTE AN- 
xIETY: Another example of the importance of dy- 
namics on the choice of drug occurs when the tar- 
get symptoms are those associated with a panic 
reaction—intense anxiety, hyperactivity, insomnia, 
restlessness, fear, disruptive thoughts. Here, it is 
essential to alleviate these intense feelings because 
they cannot be tolerated for long without serious 
results. At the earliest stages, sedation alone, 
such as with meprobamate (Equanil or Miltown) 
or barbiturates, is generally very helpful to per- 
mit therapeutic intervention. If the environmental 
stress, or inner disruptions, cannot be handled 
simply, then use of a phenothiazine such as chlor- 
promazine (Thorazine) would be indicated to al- 
lay motor hyperactivity, permit sleep, and facili- 
tate communication. Even here, however, the per- 
sonality of the patient would be very important, 
since the meaning of the side effects of such medi- 
cation often is an added threat. 

Thus, in a patient who has autistic or pecu- 
liarly individual ways of perceiving himself and 
the world around him with daydreaming, isola- 
tion, and bodily overconcern, the frequently ob- 
served side effects of phenothiazines such as ortho- 
static hypotension and a sense of muscular and 
bodily restlessness, may have frighteningly new 
meanings to him. Recently, for example, a boy 
of 16 was given a phenothiazine drug—prochlor- 
perazine (Compazine)—to help contain outbursts 
of angry destructiveness while attempts to help 
him receive psychotherapy were under way. 
Within a few days there developed minor sensa- 
tions of spasm of the neck and throat muscles 
(dyskinesia), related to extrapyramidal side ef- 
fects of the drug. He reacted to these as if his 
body were disintegrating or being attacked in 
a throttling retaliation for hostile and erotic 
thoughts, and became panicky; he suffered brief 
spells of throat spasm with cyanosis relieved trans- 
iently by sedation and finally only by a very in- 
tensive supportive psychotherapeutic session. The 
phenothiazine was then discontinued, and subse- 
quently only simple sedatives were used infre- 
quently to decrease the intensity of agitated pe- 
riods. It can be seen, therefore, that the simple 
medication worked; the more powerful medication 
produced danger because of its very power and 
far-reaching effects, 
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3. DIRECT EFFECTS OF DRUGS NEED TO BE 
EVALUATED FROM THE STANDPOINT OF THE PER- 
SONALITY AND EMOTIONAL CHARACTERISTICS OF 
THE PATIENT. 

A. The recognition of a meticulous, detailed, 
compulsive personality in a patient suggests that 
he depends on rigid control for a sense of safety, 
and would warn the physician that a drug should 
be chosen which would be the least disruptive of 
the patient’s conscious control of himself and his 
environment. Here, the use of sedatives at time 
of sleep would be indicated if insomnia were 
severe, but only a minimal use of drugs such as 
phenothiazines or rauwolfias with their disturbing 
side effects interpretable as loss of self control 
(for example, hypotension with dizziness and 
weakness, extrapyramidal symptoms, blurring of 
vision) . 

B. An impulsive patient with little ability to 
plan far ahead would be given a small amount of 
longer-acting drug since he would be unlikely to 
take doses at regular and frequent intervals, and 
might then miss the desired beneficial effects at a 
moment of stress and impulsivity when he would 
also be prone to take an overdose. 

C. If a person dependent on continued motor 
activity for a sense of adequacy and well-being 
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appears to need a phenothiazine drug, he will 
usually do best with a less sedative preparation 
such as trifluoperazine (Stelazine) , especially dur- 
ing the waking hours; reserved for sleeping hours 
would be a more sedative one, such as chlor- 
promazine (Thorazine) or a simple sedative. 


Summary 

Drugs have assumed a major role in the medi- 
cal management of emotionally disturbed patients. 
The present paper includes illustrative case ma- 
terial, and tables on target symptoms and the 
side effects of psychopharmacologic agents, to 
point out the specificity of action which these 
drugs demonstrate. Their maximum efficiency can 
be achieved with the use of two criteria. The first 
criterion is the nature of the patient’s target 
symptoms, which can be readily observed in 
everyday practice. The second criterion is the na- 
ture of the dynamic situation, usually well known 
to the family physician. 
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When Will the American Surgeon Come of Age? 


It is common knowledge that American sur- 
gery now leads the world. Surgeons know that this 
was not always so, but is indeed a recent develop- 
ment. My thesis is not to discuss American sur- 
gery, but the American surgeon, both with regard 
to his privileges and his obligations. 

Even in the early days of American surgery 
when we were groping along trying to find our- 
selves, we find many things to be proud of, a 
recital of which makes the pulse beat faster and 
makes us hope that the heritage of our ancestors 
will never be lost. 


Early Achievements 


Some of the most notable early achievements 
in American surgery were made in the South, and 
now that our friends in the North are forcing us 
to fight the Civil War again, and are doing their 
best to impose another Reconstruction Period on 
us, I think we are justified in taking a little 
chauvinistic pride in our native land. The first 
successful abdominal operation performed in the 
Americas was performed in my native state of 
Virginia by Dr. Jesse Bennett in January 1794. 
This was a Caesarian section performed on his 
own wife, who had an obstructed labor. Dr. Ben- 
nett called in two physicians, who attempted for- 
ceps deliveries unsuccessfully, and then left him 
alone with his wife. With the aid of two Negro 
servant women he performed a Caesarian section 
and removed both ovaries before closing the 
abdomen. Both his wife and the baby daughter 
lived and survived until old age. 

Dr. Ephraim McDowell, a Virginian who had 
moved to Kentucky, performed his first ovariot- 
omy in 1809 and subsequently performed the 
operation 12 times. John King, of South Carolina, 
in 1816 operated on a woman with extrauterine 
pregnancy by incising the vaginal wall and apply- 
ing pressure on the abdomen above and forceps 
to the fetus from below. Both mother and child 
survived. Joseph Glover, of South Carolina, in 
1813 did a successful hysterectomy. Prior to that, 
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in. 1801, he had performed the first splenectomy, 
with recovery of the patient. Marion Sims, of 
South Carolina, with his paper published in 1852, 
put the operation for vesicovaginal fistula on the 
map, although six successful operations for the 
condition had been reported before that, the first 
by Joseph Peter Mettauer, of Virginia, in 1840. 
Nor must we forget Crawford Long, of Georgia, 
who introduced anesthesia. The list could be 
greatly extended. 

After the advent of antiseptic surgery, two of 
the leaders were Matas of New Orleans and 
Halsted of Baltimore. Alton Ochsner? stated that 
Halsted probably exerted a greater influence on 
surgical training than anyone else in the world. 
He introduced the experimental method of teach- 
ing in surgery, and was the first to use the resi- 
dency system of training in surgery. A leading 
European surgeon, Prof. Lambert Rogers of Car- 
diff, remarked, when I visited his clinic a couple 
of years ago, that he considered Halsted the first 
modern surgeon. (Thank God he didn’t say 
modern Republican!) He went on to explain that 
what he meant by that was that Halsted first 
enunciated all the fundamental principles of sur- 
gery, which every well trained surgeon anywhere 
in the world uses every time he operates today. 


Low Standards 


In spite of these remarkable, not to say amaz- 
ing achievements, the average of American surgery 
and of medicine in general was not good. That is 
to put it mildly. A great many of our medical 
schools were of the proprietary type, run more for 
personal gain than to further medical education. 
English journals towards the end of the nineteenth 
century referred repeatedly to the low quality 
of the American medical degree. And justly so! 
When the distinguished British surgeon, Sir Wil- 
liam Macewen, of Glasgow, was offered an ap- 
pointment by the Johns Hopkins University, he 
had so little faith in American medicine that he 
stipulated that he be allowed to bring his whole 
staff of nurses along. Johns Hopkins withdrew the 
offer. 
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Even after the founding of the Johns Hopkins 
Medical School in 1893 established a high stand- 
ard of medical education in America, there were 
many medical schools which consisted only of 
courses of lectures during four or five of the win- 
ter months, the same lectures being repeated the 
next year, and almost automatically resulting in 
the conferring of the M.D. degree. 

Henry Pritchett, President of the Carnegie 
Foundation for the Advancement of Teaching, 
became interested and secured the services of 
Abraham Flexner to make a survey of American 
medical schools. Flexner? did a monumental piece 
of work and his findings were a shameful disgrace 
to American medicine. There were at that time 
over 150 medical schools throughout the United 
States and Canada. He found that the entrance 
requirements were enforced in only 10 of the 
medical schools in this country. He found that 
140 of the schools had libraries that were inade- 
quate or had none at all. In 139 of the schools 
the laboratories were deplorably equipped and 
poorly conducted. In one medical school Flexner 
asked the Dean if the school had a laboratory. 
“Surely,” the Dean replied, “I have it upstairs; 
I will bring it down to you.” Then the Dean went 
upstairs and brought down a small sphygmograph. 

With such a number of poor medical schools, 
it meant that there was an overproduction of very 
poor doctors in this country. Many of the medical 
schools had no hospital facilities whatsoever and 
their graduates were turned loose on the unsus- 
pecting public totally unprepared. 

Flexner’s report was published in 1910. Its 
revelations shocked the American Medical Asso- 
ciation into action. That organization then classi- 
fied all the medical schools in the country as A, 
B, or C schools. To be an A school, the school 
must require two years of college for entrance 
and must have a minimum of laboratory and hos- 
pital facilities. The B and C schools could not 
stand the down grading publicity and gradually 
went out of existence, so that now we have only 
Class A schools in the country. This change has 
taken a long time, but it has resulted in a high 
quality of American doctors and the process is 
a continuing one. 

In spite of the general improvement in Amer- 
ican education, there remained grave defects in 
the practice of medicine. Many hospitals were 
poorly equipped. Their laboratories were almost 
nonexistent. Pathology was poor. Records, if any, 
were poorly kept. This condition was especially 
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true of hospitals not connected with medical 
schools. 

There also still remained many evidences of 
selfishness among many members of our profes- 
sion. Many doctors, by withholding hospital 
privileges, made it difficult for young doctors to 
settle in their towns. Fee splitting was a wide- 
spread evil, especially in the Middle West. Twen- 
ty five years ago, in talking with one midwestern 
general practitioner, who was a friend of mine, he 
would not believe me when I told him that I had 
never split fees. It was such a routine matter in 
his community that he believed it to be every- 
where else. 


American College of Surgeons Seeks 
Improvements 

The American College of Surgeons has valiant- 
ly tried to remedy some of these ills. It has con- 
sistently stood against fee splitting, and there is 
reason to believe that this practice is much less 
general, in those parts of the country wheie nr 
was prevalent, than was formerly the case. The 
College also in 1920 started a system of accredita- 
tion of hospitals “to create in the hospital an 
environment which will assure the best possible 
care of the patient.” Whether a hospital was 
accredited or not was based on periodic inspec- 
tions of that hospital by personnel assigned by the 
College. Unquestionably, many of our hospitals 
needed policing. The American College of Sur- 
geons did a fine job, especially with regard to 
getting the hospitals to improve their laboratory 
and library facilities and their record keeping. 
The residency training programs were also im- 
proved and hospitals which were not accredited 
had difficulty in getting house officers. 


Role of Joint Commission on Accreditation 
of Hospitals 

In 1951 the American College of Surgeons 
turned its work of accreditation over to the Joint 
Commission on Accreditation of Hospitals, which 
consisted of members from the American College 
of Surgeons, the American College of Physicians, 
the American Medical Association, the Ameri- 
can Hospital Association, and one member from 
the Canadian Medical Association (since discon- 
tinued). This Commission, instead of consolidat- 
ing the gains made by the American College of 
Surgeons, started emphasizing all sorts of pica- 
yunish details which are useless and time-consum- 
ing and very annoying to busy and able doctors 
who are doing their best to care properly for their 
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vatients. Busy doctors are required to attend 
nany useless staff meetings and committee meet- 
ngs, which are held simply to meet the require- 
nents of the Accreditation Commission. With 
heir time so taken up, many of them no longer 
ittend city and state medical meetings, which 
hey formerly never missed. The Commission also 
requires elaborate minutes to be kept of every 
staff or committee meeting. Besides, charts must 
be signed in half a dozen places, much to the an- 
noyance of the staff. These requirements are not 
only annoying but expensive, as they require the 
employment by the hospital of additional person- 
nel. It must be remembered that the patient ulti- 
mately pays for this. He pays for needless minu- 
tiae, of which he is totally unaware and for 
which the Joint Commission is responsible. 

Last year, after being out of the country for 
two months, on arriving back in Baltimore, I 
found a notice from one of the hospitals of which 
I am a staff member stating that my privileges 
had been suspended until I signed one puny little 
history. I know that this notice was not sent out 
with the moral or mental sanction of the staff of 
the hospital, but only under the pressure of the 
Joint Commission. Simon Legree cracks the whip 
and we, the slaves, dance to the music. 

What doctor with a normal pair of adrenal 
glands can (against his will) sign a chart in half 
a dozen places without having his blood pressure 
go through the roof? Of course, the object in 
having him sign is that he certifies that the his- 
tory, physical examination, discharge note, et 
cetera, are correct. It is impossible for him to 
know that they are. He cannot possibly remem- 
ber the details of each case sufficiently to know 
whether the statements made are absolutely cor- 
rect or not. Even if he did remember, he would 
not have time to go over every sentence and make 
sure that no mistake was made in an entry by 
an intern or resident. 

Another bone of contention is the type of 
“surveyors” sent around to inspect the hospitals 
for accreditation. These are often retired Army 
or Navy officers, who have never been in private 
practice in their lives, and who had never had 
any contacts with civilian hospitals until they 
accepted a job with the Joint Commission, at a 
few thousand dollars a year to supplement their 
retired pay, and then became inspectors of hos- 
pitals entirely strange to them. These men are 
often far inferior in professional caliber to the 
average of the staff of the hospital which they are 
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inspecting. Is it any wonder, then, that there is 
trouble? In a recent case in one of our best 
Baltimore hospitals, one of these inspectors spent 
a whole day (mind you, a whole day!) in going 
over the hospital. He was too busy looking over 
the records and physical equipment to talk to 
the administrative or professional personnel. His 
“Recommendations and Comments” were 24 in 
number. Only two of them dealt even remotely 
with patient care. The others dealt with fire 
doors, stair wells, the rewriting and revising of 
the bylaws, and the signing of certificates and 
documents. It was also recommended that full 
minutes be kept of all the discussions at medical 
staff and departmental meetings and that they 
“be concisely recorded and reveal a thorough re- 
view and analysis of the clinical work done in the 
hospital.” It apparently made no difference as to 
what type of clinical work was done, just as long 
as voluminous records of all meetings were kept. 

Internships were formerly in great demand 
in this hospital and there was a plethora of appli- 
cations. Largely due to the silly adverse com- 
ments of the inspector and the accrediting of the 
hospital for one year, instead of the usual three, 
interns are now hard to get. Yet the same high 
quality of patient care (by the same high quality 
staff) that has been given for years is still going 
on. This in spite of the Joint Commission. It is 
readily granted that no hospital is perfect. Every 
individual, every organization, and every hospital 
is apt occasionally to get lax in some particulars. 
The Joint Commission should be a help and not 
a hindrance in improving the status of our hos- 
pitals. 

How can we remedy the present system of 
inspection? My suggestion is that we dispense 
with paid inspectors and have highly qualified 
physicians from other cities come and make the 
inspections without pay. There are many phy- 
sicians who would be willing to render this serv- 
ice as a civic and professional duty. If such physi- 
cians were selected, they would, of course, have 
sense enough to discuss any defect they found 
with the staff, instead of sending it an edict on a 
completely impersonal basis months later. If the 
inspector found the staff unreasonable about ob- 
viously reasonable things, then higher authority 
should apply the pressure. 


Residency Review Committee 


The American Medical Association Residency 
Review Committee is also taking a crack at us. 
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Four Baltimore hospitals recently received letters 
dictating in detail how the residency training pro- 
gram should be conducted. Pressure was put on 
them to secure the full time services of a well 
qualified Director of Medical Education for in- 
ternal medicine alone. If the residency training 
program is good, is it any business of the Com- 
mittee as to just how it is conducted, whether by 
full time people or part time people? Besides, 
where is the money coming from to pay a full 
time Director of Education—out of the pocket of 
the patient again. And when will full time direc- 
tors in other departments be added? Does hospi- 
tal care not cost enough already? 


The Committee also suggested that house staff 
service might be limited to private patients of 
physicians who contribute to the educational pro- 
gram. How dictatorial can the Chicago hierarchy 
get? Such a suggestion smacks of Russia, and 
not of a free country such as the United States 
used to be. Many men on every hospital staff 
teach the house men in the operating room and 
on ward rounds, even if they do not engage in 
formal teaching. Many have formerly engaged in 
formal teaching of both the house staff and nurses, 
but no longer do so for one reason or another. 
Are such men, after many years of fine service, to 
be deprived of the services of the house staff in 
the care of their private patients? 

It should be remembered, too, that good teach- 
ing is accomplished in many ways. There is no 
central committee that can tell any particular 
hospital how to conduct its teaching. An inspir- 
ing leader in surgery is always teaching. The 
house staff learns something from him from the 
time he enters the door of the hospital until he 
leaves. He is full of the lore of his specialty and 
literally exudes it. Those who assist him in his 
operations and go with him on ward rounds, on 
either public or private patients, always learn 
something. These ward rounds need not be formal 
ward rounds either. On the job training in the 
taking care of patients with such men is far more 
valuable than formal lectures. 

Who is Chicago anyway to tell Baltimore 
what to do? An effective residency training pro- 
gram was carried out in Baltimore long before 
the Committee was formed, yet one would think 
from reading its instructions that it had dis- 
covered the residency training program. It speaks 
glibly of “continued emphasis on graduated re- 
sponsibility for residents on an increased volume 
and variety of clinical material, increasing the 
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autopsy rate, training and experience on ambulant 
patients, and prompt completion of essential en- 
tries on medical records.” All this has long been 
a routine matter with us. The Committee should 
be reminded that the residency training program 
was started in Baltimore by Halsted in surgery 
and Osler in medicine. 

The letter to the Baltimore hospitals made 
the veiled threat that unless its suggestions were 
carried out by 1961, the Committee would with- 
draw its approval of their residency training pro- 
gram. 

Our centralized bodies in Chicago are forcing 
our hospital staffs to do things (in order to get 
interns) which are repugnant to them and which 
interfere with the main function of the hospital, 
which is the care of the PATIENT. The central 
bodies should realize that the patient is the only 
consideration. While the object of hospital accred- 
itation was originally to improve the care of 
the patient, the minutiae required by the accred- 
iting boards now militate against his best care. 
It should be remembered that hospitals, doctors, 
nurses, technicians, laboratory workers, aides, 
orderlies, maids, and all the other hired help are 
accessories after the fact. The patient is the cen- 
tral figure and when a central body has imposed 
laborious and time-consuming conditions which 
interfere with the care of the patient, it is doing 
both the patient and the doctor a great disservice. 

How did this anomalous system come about? 
Some of the people on the councils and commit- 
tees are among the outstanding doctors in the 
country. Some of them, however, are hospital 
administrators who have never been in private 
practice. Others are secretaries of the councils 
or committees, who have never been in private 
practice, and who really run the show. Each time 
I have written articles*-® exposing this situation, 
I have received dozens of letters from all over 
the country approving my stand—all except one, 
and that was from the Chairman of the Joint 
Commission. One of my correspondents spoke of 
“our fathers who art in Chicago.” 


Constructive Action Urged 


What, then, is the answer? The answer is that 
it is time for us to stand up and be counted and 
become masters of our own fate. If you in Florida 
are not satisfied with the rulings of the central 
bodies, I hope that your state society will take 
action against them, just as we have in Mary- 
land. If all the state societies do so and cooper- 
ate in proper constructive protests, we can win 
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our point. One state alone can do little, although 
we did in Maryland succeed in getting the Joint 
Commission to reduce the required attendance at 
staff meetings from 75 per cent to 50 per cent. 
Chis is a great saving of time when one is on the 
staff of several hospitals. 

In Maryland we started several years ago to 
secure a congressional hearing on the abuses in 
veterans’ medical care. Our House of Delegates 
went on record as favoring it. We wrote letters 
io all the other state societies and all that we 
heard from joined us in requesting the House of 
Delegates of the American Medical Association 
to ask for a congressional hearing. We finally 
got that through that House of Delegates at the 
meeting in Dallas last December. Results can 
also be effected with regard to the arbitrary rul- 
ings of the central bodies if we take the same con- 
certed action. 


Challenge of the Changing Times 


It is true that the deterioration of our times 
militates against us. This deterioration started 
a little more than 25 years ago. It has been due 
to a political philosophy which has become more 
and more socialistic, and more and more un- 
American, by centralizing our government in 
Washington instead of leaving it to the local com- 
munities. Remember that local self government is 
the foundation stone of democracy. When the 
federal government instituted the dole, I knew 
that we had taken a fatal and irretrievable step. 
In my native county in Virginia, we had a poor 
farm, to which all went who could not take care 
of themselves. If they were able to work on the 
farm, they did so. If not, they were taken care of 
anyway and were given free medical care. It was, 
however, considered a disgrace to have to receive 
this county help. To go to the “poor house” was 
unthinkable for anyone with a modicum of self 
respect. There were never very many there. 

Soon after the federal dole was put into effect 
in 1933, I had a patient who was a county judge 
from Kentucky. He told me that before the dole 
went into effect there were 25 or 30 people in 
his county who needed help and the county was 
helping them, but now that the dole was in effect 
there were 5,000 people on relief and nobody 
could get any of them off. That situation has 
continued. We have been living in an era of 
“handouts” and “giveaways.” Thrift and incen- 
tive have been supplanted by the doctrine of 
“let Uncle Sugar do it for you.” This doctrine 
of irresponsibility has changed the very charac- 
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ter of our people. We are lost unless we can 
stop it. Our country did not become great by 
people loafing, but by people burning the mid- 
night oil and working hours “above and beyond 
the call of duty,” not simply for personal gain, 
but from the pride of accomplishment. Those of 
us who can remember back to the pre-1933 days 
remember that we were always taught to think 
of our obligation to our country. Since 1933 the 
thought has been, not that you owe your country 
anything, but that your country owes you some- 
thing. Just hold out your hand and let Uncle 
Sugar drop something into it. Do as little as you 
can “get by with.” A whole generation of our 
youngsters has been brought up under a system 
of political philosophy as different from that of 
our fathers as a centipede is from Marilyn Mon- 
roe. 


In 1840 Alexis de Tocqueville wrote “Every 
fresh generation is a new people.” If this is true, 
what a responsibility each generation has for the 
one succeeding it. Here again we have a respon- 
sibility which collectively I do not believe we 
have been accepting. I refer to the deterioration 
of our public school system. No longer is it fash- 
ionable to make people study. John Dewey once 
made the obvious statement that children do best 
what they like to do. It did not take a profound 
philosopher to make that observation. ‘“Progres- 
sive education” perverted his statement to make 
it read that students should not be forced to do 
what they do not want to do. That has resulted 
in the elimination of most of the “meaty” worth 
while courses from our public school curricula 
and the substitution of such silly froth as courses 
in “Life Adjustment,” “How to Pick Up a Hand- 
kerchief Gracefully,” or “How to Behave On a 
Date.” This change probably accounts for the 
decrease in the number and quality of the appli- 
cants for our medical schools. Sound education 
no longer counts. There now is a tendency, how- 
ever, to abandon such piffle and utter tripe and 
get back to the realities of education. It is a 
hard struggle, though, against the degeneracy of 
our times. 


How can we expect to retrieve ourselves when 
we find a more or less complacent attitude taken 
towards professors who engage in rigged and 
false television programs? A professor is a man 
who is dedicated to “profess.” What he is pledged 
to profess is the truth as he sees it. Yet, when 
one such false professor testified before a congres- 
sional committee, five of the nine members of the 
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committee complimented him and expressed their 
“appreciation.””’ The chairman of the committee 
lauded him and predicted “a great future for 
him.” Some of his students defended him. Have 
we not come to a pretty pass when congressmen 
and college students do not know the difference 
between right and wrong? There are certain 
truths which are self evident—the eternal verities 
—which men do not create, but which are found 
in the very nature of things. 


Another evidence of our deterioration is the 
resistance on the part of some of our universities 
to having students, who accept federal scholar- 
ships, take the loyalty oath. Communists have 
been discovered as being the beneficiaries of some 
of these scholarships. If they had taken the 
loyalty oath, their scholarships could be discon- 
tinued; if not, they cannot be, so the lawyers say. 
What could possibly be the objection to anybody 
acknowledging his fealty to his country? If he 
does object, he should be relegated to the limbo 
of the never-never land where the woodbine 
twineth and the whangdoodle mourneth for its 
firstborn. 


This new philosophy has led us to lead the 
soft life, to avoid competition and toil, to seek 
“security,” to avoid competition—in short, to do 
everything that is in contrast to the character- 
istics of early Americans. The early American 
was independent—not dependent. He wanted 
only a chance to compete and to make good. 
Individual Americans did make good and they 
also made the greatest country that the sun has 
ever shown upon. What has happened to us in 
the last 25 years? The answer is that we have 
lost our spiritual values and our moral values. 


No responsible legislator and no statesman would 
think of continually building up the public debt, 
as our miserable politicians have done during the 
last 25 years. A recent statement from the Direc- 
tor of the Budget? points out that our national 
debt is not a mere 290 billion dollars as most of 
us think it is. On the contrary, it is 290 billion 
of current public debt, plus 350 billion of future 
obligations for past services, plus 98 billion of 
C.0.D.’s. These figures add up to the almost 
incredible total of 750 billion dollars. That is our 
government’s mortgage on our future, and this in 
addition to the regular annual cost of defense and 
“welfare.” Welfare for whom?—-welfare for the 
non-thrifty parasites, for the leeches who are 
sucking our country’s lifeblood. 
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This tremendous public debt results in infla- 
tion, which is getting worse all the time, and 
which, unless it is stopped, will destroy our coun- 
try. Besides its ruinous financial result, inflation 
leads to a form of moral degeneration, which has 
its effect on the people of the country, on families, 
and on the self discipline which we all I'ke to 
see in our children. 


There have been White House Conferences 
on Children and Youths, where people from all 
over the country gathered to discuss how our 
children could “realize their full potential for 
a creative life in freedom and dignity.” It is high 
time that something was done about our youth 
when we note all the juvenile delinquency in 
the country, and hear of students who employ 
“ghosts” to prepare their theses. Does a White 
House Conference do anything about it? It only 
results in a lot of silly talk by well meaning, but 
theoretical ineffectuals, who will do nothing but 
spend more of our money to no purpose. The 
only way we can improve our youth is to give 
them the proper parents and the proper training. 


We cannot change their parents. If they have the 
proper parents, they will get the proper training. 


If they do not, we can at least expose them to 
education, a large part of which should consist in 
learning, not “life adjustment” or other silly froth, 
but something of the history of our country and 
what made it great. How many of them know 
that George Washington arose in the Virginia 
Assembly and said, “I will raise a thousand men 
from my private purse to go to the relief of 
Boston.” If they read it now, with their present 
indoctrination against everything worth while, 
they would probably say that he was bragging 
about his wealth and trying to make a hero of 
himself. All who study the character of that 
Great Man know that his modesty was proverbial. 
Not many years earlier, when he had saved the 
remnant of Braddock’s army after that pompous 
general’s disastrous defeat, he had come to the 
Virginia Assembly to receive the thanks of the 
Colony for his heroic efforts. On rising to reply 
to the message of thanks, he was so overcome 
with confusion that the President of the Assem- 
bly said to him, “Pray sit down, Colonel Wash- 
ington, your modesty is equal to your courage.” 


Youngsters today, who do not appreciate the 
moral and spiritual values of the founders of our 
country, are being denied their birthright. In- 
stead, they are being taught that private property 
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is evil and that the capitalistic system is out- 
moded. Many of them probably think that 
Patrick Henry was an Irish patriot. They can- 
not know, unless they have read his life, how 
Benjamin Franklin felt when he said so simply 
and so eloquently, “Where Liberty dwells, there 
is my country.” Nor can they know how John 
Adams felt, when on his death bed on the Fourth 
of July 1826, on hearing a salute of cannon in 
celebration of the occasion, he aroused himself 
long enough to murmur, “Independence forever!” 
These inspiring examples are part of our heritage. 
If they are not enough to make our children 
“realize their full potential for a creative life in 
freedom and dignity,” what is? The trend of the 
times is to teach blasé youngsters that the old 
values are outmoded. They must be prepared for 
life in the brave new world, and, in my opinion, 
no socialist has the remotest conception of what 
bravery really is. He is not brave enough to en- 
gage in the struggle for existence, but wants life 
handed to him from the cradle to the grave, on 
a silver platter. 


Our Obligation 


What can we do about it? Unfortunately, 
most doctors do not do anything about it. That 
is a reflection on our profession. If we are, as 
Robert Louis Stevenson said, the cream of our 
civilization, then we have a high moral obligation. 
The fact that a doctor is busy does not relieve 
him of public responsibility. Every citizen’s first 
duty is to his country. His duty to his business 
or his profession is secondary, even in the medi- 
cal profession. That responsibility cannot be 
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shirked, and it is more weighty in a democracy 
than in any other form of government. Remem- 
ber that freedom is not static. It constantly has 
to be fought for. If we do not take our part in 
public affairs, we will be trampled on by the 
rabble. 

I will close with an admonition uttered 60 
years ago by that great patriot, inspiring leader, 
and rugged individualist, Theodore Roosevelt: 

“T preach to you, my countrymen, that our 
country calls not for the life of ease, but the life 
of strenuous endeavor. The twentieth century 
looms before us big with the fate of many nations. 

“If we stand idly by . . . if we shrink from 
the hard contests where men must win at hazard 
of their lives and at the risk of all they hold 
dear, then the bolder and stronger peoples will 
pass us by, and will win for themselves the Jomi- 
nation of the world.” 


God forbid that that should happen! If it 
does happen, each of us must share our part of 
the responsibility for it. 


References 


1. Ochsner, A.: Development of Surgery in the South. 
J. A. M. A. 171:2321-2325 (Dec, 26) 1959. 

Gardner, 1. W.: Abraham Flexner, Pioneer in Educational 

Reform, Science 131:594-595 (Feb. 26) 1960. 

3. History of Accreditation. Proceedings of Chicago Meeting, 

M. A, 162:491 (Sept. 29) 1956. 

4.” Koontz, A. R.: Physicians As Slaves, Current Med. Digest 
25: 63-64 (June) 1958. 

5. Koontz, A. R.: Physicians As Slaves? Yes, Say Many, 
Current Med. Digest 25: 73-74 (Dec.) 1958 

6. Koontz, A, R.: Shall American Doctors Yield to Central- 
ized Dictatorship ? Current Med. Digest 26: 67-70 (Nov.) 
1959 

7. Stans, Maurice H. (Director, Bureau of the Budget) : 
Shocking Facts About Our Federal Budget, Reader’s Di- 
gest 76: 75-77 (March) 1960. 


to 


1014 St. Paul Street. 


Bye st & omer 








just aie tdlletttledliteIalleadimendiausae ee 
rs : owe te 








914 


Votume XLVII 
NuMBER 8 


Doctors, Charity and Liberty 


We hear much these days about medical care 
and welfare—the costs of medical care and pro- 
viding care for the elderly and needy sick—the 
danger of government-financed medical care and 
“socialized medicine.” 

To understand better the problems of today, 
we must have a knowledge of the past and how 
it brought the present into being. I propose to 
trace in outline the origin of physicians and their 
charitable ministrations to the poor, the develop- 
ment of government interest in health services and 
the position of medical care in the ideological 
conflict of this century. 


Origins of Medical Care for the Poor 


The concept that disease and epidemics are 
divine judgment and the doctrine that cleanliness 
is next to godliness linked medical and religious 
practices in antiquity. Medical care as a distinct 
service was provided in ancient Greece by the 
disciples of Hippocrates. These physicians were 
largely itinerant practitioners who were renowned 
for their high standard of devotion to duty and 
who often “made no distinction between rich or 
poor, free or slave.” 

About 600 B.C., individual Grecian cities be- 
gan to appoint permanent physicians who were 
paid a basic salary to care for the poor. In addi- 
tion, they accepted fees for services to others. 

Provision of a sanitary water supply by way 
of aqueducts and development of the public bath 
were the great hygienic contributions of the Ro- 
man Empire. Physicians practicing in conjunction 
with the public bath became concerned with mat- 
ters of public health and thereby attained the 
status of urban officials. 

During the Dark Ages, monasteries were left 
as the last refuge of learning and under the in- 
fluence of Christian benevolent motives, they often 
created hospitals for the sick and poor, especially 
at the time of epidemics. 

With increasing industrialization, urbanization 
and population, pestilence and disease became 
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greater problems. With more enlightenment as to 
the cause and prevention of disease, urban gov- 
ernment in Europe became concerned with mat- 
ters of health. 

Under the influence of such admonitions as 
“illness and untimely death are a waste of human 
resources” and “the health of the people is ex- 
tremely important to the community, so that it 
cannot be left to the uncertainty of individual 
initiative” cities began to aid in the establishment 
of hospitals and to employ physicians to care for 
the sick poor. 

In the early seventeenth century during the 
time of Elizabeth I, a Poor Law was established in 
England which charged the individual parishes 
with the responsibility of providing for the health 
and welfare of the poor. The poor, who were a 
large percentage of the population, thereby be- 
came indigent to their parish and lost their means 
of existence if they moved away. As industriali- 
zation increased, it became necessary in the 
eighteenth century to amend and nationalize the 
Poor Law of England in order to mobilize the in- 
dustrial working force composed largely of the 
poor. This action set the stage for a tragic chapter 
in human relations in which the national govern- 
ment miserably provided welfare for the poor 
worker and industry exploited cheap labor. 


Influence of Marxist Doctrines on Medical Care 


It was in this setting of the nineteenth century 
that the communist manifesto was written which 
was destined to put a new and sinister emphasis 
on medical care for the poor or masses. 

The Marxist doctrine advocates the violent 
overthrow of all governments based on individual 
ownership of property and the establishment of a 
dictatorship of workers as a government upon 
which the individual is completely dependent for 
all services, medical care, welfare and opportunity 
for work. 

This socialist scheme to distribute better the 
material things of this world took various forms 
in Europe leading to Fabianism in England, com- 
munism in Russia, and various socialist dictator- 
ships elsewhere. 
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After World War I the International Labor 
Organization with representatives from the gov- 
ernments of the world was formed for the purpose 
of alleviating ‘conditions of labor involving social 
injustice, hardship and privation,’ adopting the 
doctrine that freedom from want and freedom 
from fear are rights of the individual and together 
with social security and health services are an ob- 
ligation of the government to its citizens. 


During the period of socialist development in 
Europe, there was a massive migration of Euro- 
peans to the United States. They were attracted 
to the opportunities under a government founded 
on a constitution that would protect the indi- 
vidual against all arbitrary coercion and that 
guaranteed certain rights to its individual citi- 
zens, among these the freedom to speak, to vote, 
to work, and to worship. 


Development of Medical Care for the Poor 

in United States 

With the establishment of government in the 
United States, the principle of the original Eliza- 
bethan Poor Law was adopted, and the individual 
counties were charged by the state constitutions 
with the responsibility of providing for those in- 
habitants who by reason of age, infirmity, or mis- 
fortune may have claims upon the aid and sym- 
pathy of society. 

For two centuries the principle of local re- 
sponsibility for the medical care of the needy 
sick or indigent of the community has worked well 
in many rural communities of this country, and 
the local physician often has assumed the respon- 
sibility in the Hippocratic tradition to provide 
medical care for the needy sick. In urban and in- 
dustrial areas, however, the problems and cost of 
medical care for the needy sick have usually over- 
whelmed the resources of the local government 
and local physician. Several states, therefore, be- 
gan to aid local communities in providing sus- 
tenance and medical care for the needy sick, moti- 
vated, no doubt, by Christian benevolent prin- 
ciples and the reasonable economy of preserving 
human resources. 

As the doctrines of socialist revolution found 
little favor with the American voter, the tactics 
of the various organizations striving for socializa- 
tion of the United States were changed to the de- 
vice of encroaching government control. A major 
avenue of approach was through welfare programs 
providing medical services, ultimately leading to 
a government-administered compulsory health 
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plan for all citizens— a prerequisite for com- 
plete socialization. 

During a major economic depression, in 1935, 
the Congress of the United States enacted the na- 
tional welfare laws as part of the social security 
system. Federal funds were made available to 
match state funds to provide sustenance and medi- 
cal care to certain categories of citizens without 
sufficient personal resources to provide these needs 
for themselves. If the states chose to use these 
funds by providing matching state funds, vendors 
of medical care would be paid from the funds 
according to the requirements of the government 
welfare agency, and federal regulations required 
that these services would be equally available 
in all subdivisions of the state. Thus, the counties 
were relieved of the responsibility of providing 
for these categories of the poor or needy sick, and 
nationalization of the Elizabethan Poor Law was 
partially accomplished in the United States. 


Medical Care for the Needy Sick in Florida 


In the state of Florida, however, each in- 
dividual county provided medical care for the 
needy sick of that county without state or federal 
aid in 1950, although adequate provisions were 
made for the care of tuberculous and psychotic 
Florida residents in state hospitals. There was a 
department of the State Board of Health in each 
county for statistical, sanitary, and hygienic pur- 
poses. 

The physicians of Florida through their state 
medical association began a study of medical care 
given the needy sick and came to the following 
conclusions: 

1. Medical care for the needy sick was inade- 

quate in many counties. 

2. Counties with inadequate facilities did not 
fully utilize or support adequate medical 
facilities in neighboring counties. 

3. Voluntary hospitals were insufficiently 
compensated for hospital care provided 
needy sick indigent of the county. 

4. Medical care for the needy sick was pro- 
vided almost entirely by voluntary physi- 
cians without compensation. 

The doctors recommended a continuation of 
the policy of not compensating physicians for 
medical care provided the needy sick, but de- 
plored inadequate payment of hospital costs for 
these indigent, for the hospital costs of responsible 
sick persons paying their own hospital bills were 
of necessity increased and thereby a hidden tax 
on illness was imposed. 
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As a result of these recommendations, the 
Florida legislature created a state fund which 
each county could voluntarily match on a per 
capita basis tu pay hospitals the cost of provid- 
ing care for the needy sick requiring short term 
hospital care. This plan has worked well in pro- 
viding hospital care for those in need, compensa- 
tion to hospitals for the costs of care given, and 
aid to the counties in fulfilling their responsibili- 
ties to the needy sick. Recent amendments to the 
law permit these funds to be used for outpatient 
medical care and ancillary medical services at 
home to provide comprehensive medical care. 

The program is administered under the State 
Board of Health, but the major financial and ad- 
ministrative responsibility remains with the county 
government. On the basis of population there is 
98 per cent voluntary county participation. 

The Florida legislature in 1959 chose to use 
federal funds available to match the state funds 
spent in hospital care of those needy sick who 
were public assistance recipients (about 50 per 
cent of those hospitalized under this program) in 
the hope that it would reduce the amount of state 
appropriation needed. Federal regulations did not 
permit use of county funds on a voluntary basis 
to participate in this matching program. In effect, 
therefore, the counties were relieved by the state 
and federal government of their constitutional 
responsibility in the care of these needy sick. 
County control and financial responsibility no 
longer applied to the public assistance recipient 
part of the Florida Hospital Service for the needy 
sick, and the state was recently called upon for 
additional funds to meet the costs of the rapidly 
expanding state and federal program. Additional 
state funds were not required, however, in the 
state and county part of the hospital program 
in which counties retained major responsibility. 

Political Implications of Federal Welfare 

Medical Plans 

County tax sources are frequently overburden- 
ed in providing necessary welfare programs and 
are in need of state and federal financial assist- 
ance, but relieving the county entirely of financial 
and administrative responsibility will improve 
neither the quality nor the economy of medical 
care given the needy sick. Such centralization of 
welfare programs, however, will increase their so- 
cialization potential. 

An emotionally appealing issue in the program 
of encroaching socialism was presented to the re- 
cent Congress during an election year, as has been 
the custom during the past 30 years. The issue 
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was to provide hospital care for all elder citizens 
through a program administered by the federal 
government and financed by a compulsory federal 
tax. This plan would have set the pattern which, 
through simple amendments, would design com- 
pulsory federally administered comprehensive 
medical care for all citizens—a major objective 
of the strategists for encroaching socialism. 

The Congress wisely chose to reject this ap- 
proach, but, mindful of the real need to aid the 
elderly sick whose retirement incomes have been 
tragically reduced by inflation, the Eighty-Sixth 
Congress enacted legislation to provide liberal 
matching funds to states for comprehensive medi- 
cal care programs for the aged with insufficient 
resources to provide adequately for themselves. 

Unfortunately, the same regulation that medi- 
cal care must be equally applicable in all sub- 
divisions of the state makes it most difficult to 
retain some county responsibility for care of these 
needy sick. We hope, however, to achieve this ob- 
jective and provide a good comprehensive medical 
care program for the aged needy sick in Florida 
by a joint county, state and federal government 
matching fund from which vendors of medical 
care would be paid upon submission of approved 
vouchers for services rendered these needy sick. 
It is my estimation that an average annual expen- 
diture of $1 per capita by the counties and ap- 
propriation of $1 per capita by the state with fed- 
eral matching would supply sufficient funds to pay 
all vendors of comprehensive medical care for all 
needy sick 65 years of age and over, all public 
assistance recipients, and other needy sick of all 
ages. More than this amount is now budgeted and 
being spent by the state and the counties for these 
purposes. If the expenditure of these funds is co- 
ordinated under existing state law, an average of 
66 per cent reimbursement is available in Florida 
from federal funds provided recently by the 
Eighty-Sixth Congress to aid in the care of the 
aged needy sick, 

Liberal and Charitable 

Another regulation concerning expenditures of 
federal funds for public assistance recipients re- 
quires administration of all funds by the same 
state agency, both funds for sustenance and funds 
for medical care. Thus medical care for this seg- 
ment of the population is made a part of the wel- 
fare program and divorced from the usual agen- 
cies concerned with medical care of those who pro- 
vide for themselves. Even in the federal depart- 
rent of Health, Education, and Welfare these 
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najor multimillion dollar health projects are ad- 
ninistered under the section of Welfare. 

Medical care is a personal service rendered 
by one individual to another, and when the costs 
ire paid by yet a third party, especially the 
zovernment, the probability of abuse is great, un- 
less at least one of the individuals involved feels 
responsible for the efficiency and economy of the 
service. 

Through the centuries, physicians have been 
leaders in movements to provide better medical 
care for the needy sick and traditionally have giv- 
en their medical services without charge. More re- 
cently, social welfare workers have taken the ini- 
tiative in proposing plans to provide medical care 
for the aged, disabled and sick. Physicians are 
now considered ultraconservative with a social 
philosophy “anchored in the ice ages” while those 
in welfare are called radical. Although no doubt 
physicians have recently been preoccupied with 
scientific and technical advances in medical care 
to the detriment of their traditional social con- 
sciousness, I am sure the major opposition to na- 
tional health schemes has been their grounded 
suspicion that these schemes were at least partial- 
ly motivated by those promoting the Marxist 
doctrines designed ultimately to destroy individu- 
al freedom. 

If nothing else, physicians are paragons of in- 
dividual freedom. Although there are undoubtedly 
many instances of abuses of that freedom and 
neglect of social responsibility, if allowed to go 
his own way, the physician will serve the rest of 
us better than under any orders we know how to 
give. 

Traditionally, physicians have given their serv- 
ices to the poor. Through those services they have 
built a medical educational system and promoted 
advances in medical care which have achieved for 
this country the finest state of health of any na- 
tion in the history of mankind. 

The grace of charity reached the highest de- 
gree of application in our country. Charity has 
been a traditional and integral part of the practice 
of medicine. To convert the fruits of charity to a 
right of freedom from want by means of a com- 
pulsory tax for that purpose must of necessity 
abridge the liberty of those so taxed and create 
indigency upon the government as an accepted 
way of life. Care of the poor is a measure of 
civilization, but indigency must be recognized as a 
disease of our economy, destructive of freedom, 
palliated by charity, but not cured by calling it 
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right. If charity goes, there is little hope but 
faith will follow. 

The physicians of Florida have not accepted 
the proposition of government fees paid them as 
vendors of medical care to public assistance re- 
cipients, but have chosen to continue giving their 
services without charge to those unable to pay. 
They have established the Florida Medical Foun- 
dation through which physicians may give organ- 
ized medical care to needy sick both in hospitals 
and as outpatients and exercise a responsibility 
for both the efficiency and economy of the service. 

Now is the opportune time for physicians, so- 
cial welfare workers and government officials at 
the county, state and federal levels to cooperate 
in establishing a comprehensive medical care pro- 
gram for the aged needy sick, maintaining county 
financial responsibility with state and federal aid 
and enabling organized physician administrative 
responsibility for economy and efficiency of opera- 
tion through established channels of medical care. 

Industry, labor, business and _ individuals 
should be expected to provide the means for medi- 
cal care of their workers continuing into retire- 
ment. Physicians must bear the major responsi- 
bility for preventing abuses of medical care. Gov- 
ernment must restrain itself from excessive regu- 
lation and standardization, to permit the oppor- 
tunity of novel approaches to varying problems in 
medical care so that progress can continue under 
the process of natural selection. 

Only in this manner can we achieve good medi- 
cal care for all and prevent our government ex- 
changing a guarantee of liberty for a guarantee 
of services. It is possible for a democracy to vote 
itself into bondage. 

The problems of medical care provide today’s 
pitched battle between the ideologies of govern- 
ment control of men, with the goal of security, 
and the ideology of government guarantee of in- 
dividual liberty, with the goal of freedom. 

The methods of providing medical care pro- 
posed here are not conservative but liberal—de- 
signed to maintain liberty and freedom of the in- 
dividual. Socialist plans to turn everything over 
to the government are reactionary—advocating 
government control of the lives of men, a proposi- 
tion dispelled by liberal documents from the Mag- 
na Carta to the Declaration of Independence. 

Those who would have us live in a society like 
the ants and the bees may bury many free men, 
but the sovereign human force seeking freedom 
of opportunity to discover and interpret the order 
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of things will always be rekindled by adversity. 
We can only hope that today there are enough 
good men sufficiently enlightened to fight as hard 
to retain freedom while the opportunity is yet 
great. 


1 Davis Boulevard. 
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Screening Relatives of Diabetics in Five 
Florida Counties. By L. L. Parks, M.D., 
M.P.H., Quentin R. Remein, Lydia S. Shields, 
and James Turvaville. Pub. Health Rep. 75:55-59 
(Jan.) 1960. 

It has long been recognized that diabetes 
“runs” in families, but from the dearth of reports 
in the literature this knowledge apparently is 
seldom applied to community diabetes detection 
programs. Screening relatives of persons with 
diabetes is a continuing activity in Florida, and 
this report describes the detection project in Hills- 
borough, Jefferson, Madison, Suwannee and Tay- 
lor counties during the period January through 
June 1958. A total of 263 indigent persons with 
diabetes in these five counties named 935 relatives, 
of whom 452, or 48.3 per cent, were tested for 
diabetes. The rate of previously known cases 
of diabetes was 8.8 per thousand tested, and the 
yield of previously unknown cases of this disease 
was 22.1 per thousand tested. This yield is more 
than three times the usual yield in diabetes screen- 
ing programs in general population groups. While 
the number of diabetic persons found was small, 
the results support previous findings that this is 
a practical case-finding method with a high rate 
of yield. 


Nuclear Mass and Allied Phenomena in 
Adenocarcinoma of the Colon. By Robert 
Gutman, B.S., and Alvan G. Foraker, M.D. Am. 
J. Clin. Path. 32:436-441 (Nov.) 1959. 

In the study described in this article, inter- 
ference contrast microscopy was applied to the 
determination of nuclear mass in adenocarcinoma 
and normal mucosa of the colon. This new meth- 
od of cell study permits estimation of dry mass 
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(with allied phenomena) of objects in the micro- 
scopic field. The basic principle is that of refrac- 
tometry. In initiating this study of cellular 
changes in transition from normal mucosa to car- 
cinoma of the colon, 10 examples of adenocar- 
cinoma were examined by means of interference 
microscopy and planimetry. Comparisons be- 
tween normal mucosa and adenocarcinoma re- 
vealed: (1) carcinoma nuclei were heavier and 
larger than normal nuclei; (2) carcinomatous 
epithelium in a standard sample had greater 
nuclear concentration and a greater weight of 
nuclear material than did normal epithelium; and 
(3) no differences between normal and car- 
cinoma-cell nuclei were observed on determina- 
tions which reflect protein molecular concentra- 
tion within the nuclei, including refractive index, 
total particle thickness, and dry mass per unit 
area. The authors report that they expect to 
study the full range of changes from normal 
colonic mucosa to invasive carcinoma by means 
of special cytophysical and cytochemical methods. 


Unusual but Uncomplicated Peptic 
Uleers. By Donald F. Marion, M.D. Am. J. 
Digest. Dis. 4:921-928 (Nov.) 1959. 

The author discusses esophageal ulcer, cardio- 
esophageal ulcer, pyloric-channel ulcer, postbulbar 
ulcer, and ulcer in diverticula and points out that 
the existence of these unusual forms of peptic 
ulcer must be kept in mind if there is to be im- 
provement upon the present poor diagnostic per- 
formance. Better radiologic techniques, the ex- 
penditure of more time and film, and a willing- 
ness to perform repeated examinations are all 
especially important when recurrent gastrointes- 
tinal bleeding remains unexplained. More endo- 
scopic studies may lead eventually to a larger 
body of skill and experience which will have a con- 
structive effect. In connection with the establish- 
ment of a frequently encountered clinical picture 
which may characterize these rarer ulcers, physi- 
cians have an obligation. A recurrent symptom 
complex may well become documented in time for 
although it may seem somewhat old fashioned, 
critical analysis of subjective symptoms still con- 
stitutes a valuable tool for research. 

Recognition of the limitations of medical treat- 
ment, particularly in pyloric and _postbulbar 
ulcers, leads to the surgical approach and raises 
the question of different and less drastic surgical 
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procedures which may provide excellent results 
if they are employed before extensive pathologic 
changes have taken place. Concerning gastric 
ulcer, it is suggested that longer periods of bed 
rest would make a great difference, both in rapid- 
ity of healing and in prevention of early recur- 
rences. In common with all peptic ulcers, the 
unusual and less frequently encountered ones of 
special interest require specific knowledge of in- 
dividual secretory capacity for optimum therapy, 
particularly in respect to surgical treatment. Gas- 
tric analysis, so long overshadowed by x-ray as a 
diagnostic tool and a means of reasonably accu- 
rate prognosis, has regained its once paramount 
position. Together with saline lavage and cyto- 
logic analysis of exfoliated epithelium, improved 
methods of estimating gastric secretion have re- 
stored the gastric tube to its former state of in- 
dispensability. 


Dexamethasone in Dermatologic Ther- 
apy. Stupy or Case Reports. By Perry A. Sper- 
ber, M.D., F.A.C.A. Ann. Allergy 17:895-900 
(Nov.-Dec.) 1959. 

Dexamethasone is the latest cortisone analogue 
to be made available for therapeutic use, and the 
claim is made for this steroid that it is more po- 
tent than its predecessors. A study was made to 
determine the effectiveness of this drug in various 
dermatologic diseases. When administered orally, 
dexamethasone was found to be an effective anti- 
inflammatory agent in the treatment of various 
dermatologic disorders such as contact dermatitis, 
atopic dermatitis, erythema multiforme, urticaria, 
and intertrigo. It was ineffective in one case of 
scleroderma. No undesirable side effects of serious 
import were noticed. Dexamethasone was also an 
effective anti-inflammatory agent when used topi- 
cally in second degree burns and lesions of con- 
tact dermatitis, atopic dermatitis, and intertrigo. 


Surgical Treatment of Ruptured Aneu- 
rysm With Intracerebral and Subarachnoid 
Hemorrhage in a 16-Month-Old Infant. 


By Fariss D. Kimbell, Jr., M.D., Raeburn C. 
Llewellyn, M.D., and Homer D. Kirgis, M.D. J. 
Neurosurg. 17:331-332 (March) 1960. 

A survey of the literature indicates that in- 
tracerebral or subarachnoid hemorrhage in infants 
and children occurs rarely and that in most cases 
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reported the source of the hemorrhage was not 
determined or it was secondary to some type of 
arteriovenous anomaly. The authors present a 
case in which angiography demonstrated a small 
aneurysm on the ascending parietal branch of 
the middle cerebral artery in a 16 month old male 
infant. Craniotomy was performed at once and 
the aneurysm was excised without difficulty. Re- 
covery followed with only minimal neurologic 
residuals which constitute no disability or discom- 
fort. The authors believe this infant is the young- 
est patient who has been treated successfully by 
surgical excision of the aneurysm following the 
development of an intracerebral and subarachnoid 
hemorrhage from rupture of the aneurysm. 


Stool Examinations in General Practice. 
By H. B. Goodwin, Jr., M.D. South. M. J. 
53:1173-1175 (Sept.) 1960. 

The author analyzes a series of 1,193 stool ex- 
aminations, and comments at the outset that the 
most helpful knowledge is to know when to 
examine a patient’s stool. If the patient is anemic, 
has an eosinophilia, has a “pasty” color, and is 
without a history of allergy, a routine stool ex- 
amination seems indicated. Most of the patients 
were asymptomatic. It was, in fact, the purpose 
of the study not to include patients having symp- 
toms but to use those in whom one would normal- 
ly not check the stool for parasites. Tables indi- 
cate the classification of intestinal parasites, both 
protozoa and nematodes, the sex and race inci- 
dence, the incidence in age groups, and the inci- 
dence of various pathogens in the series. The 
method of stool collection is described, and com- 
ment is made on treatment. It is noteworthy that 
from 1954 through 1958 in the Florida State 
Board of Health Laboratories 666,688 stool ex- 
aminations were made; 20.4 per cent gave posi- 
tive results for one or more parasites. Hook- 
worms were found in 12 per cent and roundworms 
in 4.4 per cent, with other types in proportion. 
Thus, in one of every five stools examined the 
result was positive for intestinal parasites. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 




















O Tempora, O Mores 


Present day American physicians, if we are to enhance our public image, improve 
our political standing, and maintain our peerless scientific reputation, will have to 
abandon our traditional aloofness and our customary lethargy. Otherwise, those 
forces which we consider evil will overcome us by default. 


It is not enough that we shall practice good medicine, giving of our time and 
talents to the indigent and caring for our patients. Through necessity to preserve a 
way of life and a system of practice, we must be political contortionists with a 
shoulder to the wheel, an eye to the future, an ear to the ground, a finger on the 
public pulse, and a nose to the grindstone—but no head in the clouds. 


The Public Relations and Legislative Committee of the Polk County Medical 
Association reports a recent constructive conference with its Congressman Haley. He 
pointed out that it is difficult for the doctor to maintain his favorable position pub- 
licly because of the adverse propaganda put out by labor groups to create the im- 
pression that the doctor is rich in money and short in charity. He called on organized 
medicine to correct this misrepresentation and to defend our position as a profession 
that serves the people, that is continuously engaged in charity work, that is vitally 
interested in the health of the aged and regularly contributes time and money to this 
without compensation or recognition. 


Congressman Haley further charged the medical profession as well as many other 
groups in our society with wishing and hoping for results in government but not 
being willing to work actively for those ends they seek. He stated that if the con- 
servative cause, the freedom of the human soul, and the integrity of the Constitution 
of the United States are to be maintained, we must contribute our time, efforts and 
money to all levels of political action at our city, county, state and national levels. 


One of the most effective levels for activity for all Florida physicians will be 
in the forthcoming session of the Florida legislature. The Legislative Committee of 
your Association has prepared proposed revisions of the so-called Medical Practice 
Act. In addition, the Legislative Committee on Health and Welfare of the Florida 
House of Representatives requested the State Board of Health and the State Welfare 
Board to evolve recommendations for legislation for indigent medical care in con- 
sultation with the Florida Hospital Association, the Florida Medical Association 
and other groups. 

When the Association’s policy is determined, it will be forwarded to each com- 
ponent medical society, and each member will be urged to participate in promoting 
the passage of this legislation. 


On the national scene, continue to write your congressman and senators that they 
have no doubts as to your feelings about specific legislation or the tenor of your 
principles. 


YCDBSOYA 


GoM. Wethtil 
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Bananas — A Remarkable Nutrient 





Bananas, one of the first fruits cultivated by 
man, bear the botanical name “Musa sapientum,” 
attributed by the philosopher Pliny to the fact 
“that sages reposed beneath its shade and ate 
of its fruit.” First used medicinally by the ancient 
Chinese, the banana has been widely accepted 
in more recent decades in the treatment of celiac 
disease, peptic ulcer and constipation. 

An average small banana contains about 100 
calories (carbohydrate) and is advocated by pro- 
ponents of dieting to lose or to gain weight, ac- 
cording to the individual’s need. One medium 
banana contains 630 mg. of potassium and 1 mg. 
of sodium. This has its obvious advantages in pa- 
tients with edema or those with depleted potas- 
sium reserves. Patients receiving diuretic therapy 
for hypertension or edema should receive from 2 
to 6 Gm. of potassium a day if their kidney func- 
tion is normal, and two or three bananas can sup- 
ply a sizable percentage of this need. 

It has become apparent that bananas contain 
large amounts of serotonin and catechol amines. 
Serotonin is one of the biclogically active amines 
whose breakdown is prevented by the monamine 





oxidase inhibitors, a class of new drugs which are 
currently used in the treatment of psychic depres- 
sion, angina pectoris, hypertension and rheuma- 
toid arthritis. It has been postulated that a high 
level of serotonin in the brain is desirable for the 
prevention of mental depression. “Few suspected 
that the ingestion of this decorator of breakfast 
cereal might significantly aid the control of their 
mental hemeostasis, or perhaps even compete 
with the analyst’s couch at 5 cents a throw.’ 
Perhaps the sages after whom the banana was 
named were wiser than we moderns who regard 
fish as “brain food.” 

The most practical significance of this re- 
cently acquired information is that the ingestion 
of bananas in normal persons will give a false 
positive test for 5-hydroxyindoleacetic acid (5- 
HIAA) in the urine in those patients where the 
test is being run to diagnose malignant carcinoid 
metastatic to the liver and in whom the serotonin 
produced by the tumor is converted into 5-HIAA 
which is excreted via the kidneys. Likewise, a 
false positive test for catechol amines will result 
if a patient being tested for pheochromocytoma 
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has been eating bananas. Obviously, patients being 
tested for these conditions should be on a banana- 
free diet for several days prior to collection of 
the urine specimens. 

Jack FLEMING, M.D. 


PENSACOLA 


1. Editorial: Whence Bananas and Whither? New England 
J. Med. 261:47-48 (July 2) 1959. 





Operation KISS 


This editorial, written during the Christmas 
season of peace and good will, and published in 
the month of February with its Valentine celebra- 
tion, might well be supposed to concern itself with 
kissing and courting. These are commendable 
and enjoyable pastimes which need no additional 
comment here. 

Actually, Operation KISS is one of a multi- 
tude of Projects and Operations bearing strange 
and often nondescriptive names which have orig- 
inated in Washington and more especially the 
Pentagon. Operation KISS is perhaps unique 
among them in that it has direct application to 
each of us and to our businesses or professions, 
although it should reap its greatest benefits in the 
bureaucratic system of state and federal govern- 
ment. 

Operation KISS is an easily remembered ab- 
breviation for “Keep It Simple, Stupid.” How 
delightful it would be if this advice were followed 
by those in the military, in the Congress, and in 
the Income Tax Department, among others. But 
we in the medical profession can also benefit by 
“keeping it simple.” Instructions to patients are 
often lengthy and confusing; explanations to pa- 
tients and their families may raise more questions 
than they answer; and poorly written orders on 
hospital charts all come to mind as areas which 
each of us might strive to improve. 

Other areas which need noticeable improve- 
ment are “summaries” of case histories written 
to insurance companies or referring physicians, 
medical testimony in court, and above all the 
articles and editorials submitted for publication 
in the medical literature. Length or verbosity is 
no substitute for unadorned facts presented in a 
straightforward manner. 

Keep It Simple, Stupid—Operation KISS— 
is a good motto to hang on your wall. 

J.M.P. 


VotuME XLVII 
NuMBER 8 
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Scientific Program 


1961 Annual Meeting 


The Committee on Scientific Work of the 
Florida Medical Association met in Jacksonville 
on Dec. 11, 1960, to formulate final plans for the 
scientific program for the Eighty-Seventh Annual 
Meeting of your Association to be held in the 
Americana Hotel, Bal Harbour, Miami Beach, 
May 25-28, 1961. 


The First Scientific Assembly is scheduled for 
Friday morning, May 26, and is planned as a 
presentation of two one hour diagnostic confer- 
ences. This portion of the program is being 
worked out by Dr. Franz H. Stewart of Miami, 
whose experience with similar clinical discussions 
will insure an outstanding conference presenting 
problems of interest to all members of the As- 
sociation. 


At 2 p.m. on Friday afternoon the Second 
Scientific Assembly will be held. This period will 
be devoted to the presentation of six papers, 
limited to 15 minutes each, prepared by members 
of the Florida Medical Association over the state. 
The discussion period following each paper will 
be informal, with the presiding officer on the 
rostrum moderating discussion from the floor. 
Five minutes will be allowed for each of the dis- 
cussion periods. 


The Third Scientific Assembly will occupy 
Saturday morning, May 27, and will feature the 
use of coordinated speakers, invited as joint 
guests of the Florida Medical Association and 
special interest groups. Participating in this pro- 
gram will be Dr. Charles A. Owen Jr. of the 
Mayo Clinic in Rochester, a guest of the Florida 
Academy of General Practice, who will discuss the 
general subject of radioactive materials and their 
clinical uses. Dr. Harold W. K. Dargeon, from 
the Memorial Center for Cancer and Allied Dis- 
eases, who will discuss chemotherapy of malig- 
nant diseases in children, has been invited in 
conjunction with the Florida Pediatric Society. 
Dr. Oscar Creech Jr. of Tulane University School 
of Medicine, New Orleans, a guest of the Florida 
Chapter of the American College of Surgeons, 
will discuss the perfusion therapy of cancer. It 
is planned following these three presentations to 
have a one hour panel discussion on what the 
future may hold for us in each of these fields. 
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Following a short intermission, Dr. Robert S. 
Hotchkiss, Professor and Chairman, Department 
of Urology, New York University College of 
Medicine, will discuss the kidney in hypertension 
as a guest of the Association and the Florida 
Urological Society. The last guest upon the 
morning program will be Dr. John Adriani, Pro- 
fessor of Anesthesiology, Tulane University 
School of Medicine, representing the Florida 
Society of Anesthesiologists and discussing anes- 
thesiology and the hypertensive patient. Each of 
these guest speakers will be allowed 20 minutes 
to present his thoughts on his chosen subject. 

This session will conclude the scientific pres- 
entation, allowing the special interest groups 
to hold their meetings upon Saturday afternoon 
and Sunday morning. Throughout the entire meet- 
ing, the scientific exhibits, technical exhibits and 
what is hoped, will be the largest hobby display 
ever presented. before the Florida Medical Asso- 
ciation will be open, and we urge that you visit 
this exhibition area whenever time permits. If 
you should have a hobby or wish to present a 
scientific exhibit at this meeting, please contact 
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your Committee and present your plans for con- 
sideration. 

Upon Thursday morning during the time of 
registration, because two medical films of special 
interest to the entire association are available, 
these will be presented in the main amphitheater 
for your viewing. 

Plan now to arrive early, to attend the scien- 
tific assemblies, to visit the exhibits of the 1961 
meeting of the Florida Medical Association. 

TuHap MoseELey, M.D., CHAIRMAN 
COMMITTEE ON SCIENTIFIC WorK 





Florida Physician Prepares 
Outstanding Motion Picture 
Dr. G. Dekle Taylor of Jacksonville has pre- 
pared an unusual and most instructive film of 
great permanent value which is evoking wide in- 
terest. This completely factual presentation of 
man’s mastery of a marine environment is review- 
ed on page 2239 of the December 31, 1960, issue 
of the Journal of the American Medical Associa- 
tion as follows: 


Man Returns to the Sea: 16 mm., color, sound, 
showing time 27 minutes. Prepared by G. Dekle Tayler, 
M.D., Jacksonville, Fla. Produced in 1960 by Russell 
Barton Film Co., Jacksonville, Fla. Procurable on Ican 
($3.00) from American Medical Association, Motion Pic- 
ture Library, 535 North Dearborn St., Chicago 10, IIl. 


This film is devoted to the thesis that man 
can overcome his natural handicaps in an aquatic 
environment by applying his knowledge of phys- 
iology to the invention of appropriate apparatus, 
and can thus return, at least on occasion, to the 
marine environment from which he is believed to 
have sprung. Its most valuable features are, 
first, a marvelous succession of action pictures 
of marine animals showing their ability to control 
their internal and external respiratory passages, 
and to protect their ears and eyes, and second, 
some diagrams illustrating the unexpected effects 
of pressure changes, especially upon the ear. 
Outstanding among the pictures illustrating com- 
parative physiology are those showing how the 
alligator can open his mouth without exposing 
the passage into his pharynx, and how the pelican 
controls the opening from his mouth into his 
respiratory passages. The diagrams of the human 
ear show the complicated physics involved in 
the insertion of an ear plug and the mishaps that 
can result from ear plugs used in the wrong situa- 
tion. It is an instructive film of immense per- 
manent value because it is completely free from 
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any theorizing and because it brings together so 
much material that could hardly be assembled 
again except at the expenditure of much time and 
money. The film should interest a wide variety 
of audiences, as it is completely factual. It brings 
together a variety of phenomena that would be 
extremely difficult to produce in a laboratory and 
could not be seen by a zoologist- or a traveler 
unless he spent an extraordinary amount of time 
visiting aquaria, carnivals and the haunts of skin 
divers. Special mention should be made of the 
action photographs of divers eating and drink- 
ing under water. The phenomena are there to 
be enjoyed superficially by audiences of any age, 
but would be appreciated more deeply by those 
with a knowledge of anatomy and physiology. 
For advanced classes, these things can be ex- 
plained later by a teacher prepared to go into 
detail about the fine control of the tongue, soft 
palate, posterior nares, and glottis, that makes 
such remarkable performances possible. The 
quality of the photography in this motion pic- 
ture is very good, and the narration is evenly 
paced for clear understanding. The film therefore 
can be shown to advantage to any audience, 
young or old, scientific or not. It is highly rec- 
ommended for showing to skin diving clubs, swim- 
ming groups, scout groups, and anyone interested 
in water sports. 


University of Florida 
Medical Advisory Committee 


Fifteen prominent Florida physicians have 
been appointed to the University of Florida’s 
Medical Advisory Committee by University Pres- 
ident J. Wayne Reitz. 

The Committee serves in an advisory capacity 
to the President of the University on matters 
concerning medical education and other facets of 
the J. Hillis Miller Health Center. The Center 
includes the Colleges of Medicine, Nursing, 
Pharmacy, Health Related Services and the 
Teaching Hospital and Clinics. 

Dr. William C. Thomas Sr., Gainesville, was 
named chairman. Dr. Clyde O. Anderson, St. 
Petersburg, is vice chairman. 

Others named to the Committee include: Dr. 
Jere W. Annis, Lakeland; Dr. Turner Z. Cason, 
Jacksonville; Dr. Charles J. Collins, Orlando; 
Dr. James T. Cook, Marianna; Dr. Frederick K. 
Herpel, West Palm Beach; Dr. Edward Jelks, 





attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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DECLOMYCIN Demethylchlortetracycline sustaingECLO! 
through the entire therapeutic course, the high actiyivity le 
ity levels needed to control the primary infection angiven. A 
to check secondary infection at the original—or afhus be 
another—site. This combined action is usually susfosage 
tained without the pronounced hour-to-hour, dose-tos the s 
dose, peak-and-valley fluctuations which characposage 
terize other tetracyclines. 
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retains activity 


evels 24-48 hrs. 


‘ain@ECLOMYCIN Demethylchlortetracycline retains ac- 
ictivgvity levels up to 48 hours after the last dose is 
1 angiven. At least a full, extra day of positive action may 
or aghus be confidently expected. The average, daily adult 
susfosage for the average infection—1 capsule q.i.d.— 
e-tofs the same as with other tetracyclines...but total 
aracHosage is lower and duration of action is longer. 
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DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 
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WLOMYC 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Jacksonville; Dr. Norval M. Marr, St. Petersburg; 
Dr. David R. Murphey Jr., Tampa; Dr. Louis 
M. Orr, Orlando; Dr. Eugene G. Peek Sr., Ocala; 
Dr. William C. Roberts, Panama City; Dr. 
Donald W. Smith, Miami, and Dr. Henry M. 
Yonge, Pensacola. 





American Urological Association 
Southeastern Section Meeting 
March 19-23, 1961 


The Diplomat Hotel and Country Club, 
Hollywood-by-the-Sea, will be the scene of the 
1961 annual.meeting of the Southeastern Section 
of the American Urological Association, which is 
scheduled for March 19-23. Dr. N. Lewis Bos- 
worth of Lexington, Ky., is president of this sec- 
tional group, and Dr. James L. Campbell of 
Orlando serves as secretary. The president-elect 
is Dr. Alfred D. Mason Jr. of Memphis, Tenn. 
Dr. Willard L. Fitzgerald of Miami, currently 
president of the Dade County Medical Associa- 
tion, heads the reception committee. Other Flor- 
idians serving on this committee are Dr. Jack A. 
Sloane of Miami and Dr. Robert J. Brown of 
Jacksonville. Mrs. Russell B. Carson of Fort 
Lauderdale will assist Dr. Fitzgerald by serving 
as chairman of the ladies entertainment com- 
mittee. 

Dr. Campbell, chairman of the program com- 
mittee, directs special attention to a seminar of 
pediatric urological problems planned for Thurs- 
day morning, March 23. The pediatricians in 
the Miami area are cordially invited to attend 
this session. Papers will be read on recognition 
of vesical neck obstruction in children, prostatic 
valves in the newborn, renal cell carcinoma in 
children, the diagnosis and treatment of ureteral 
reflux in children, and urinary tract infections 
in female children. 

Several members of the Florida Medical As- 
sociation will appear on the program. Dr. Roy 
P. Finney Jr., of Tampa, has a gadget for steril- 
izing cystoscopic water in the office. Dr. Michael 
R. Blais, of Daytona Beach, will report a case 
of bilateral Wilms’ tumor. Dr. Linus W. Hewit, 
of Tampa, will describe the Tampa General Hos- 
pital’s demineralization setup for transurethral 
resections. Of special interest will be a paper 
given on lymphography, its role in detection and 
therapy of carcinoma and neoplastic obstruction 
of the genitourinary tract, by Drs. Manuel Via- 
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monte Jr., Milton B. Myers, Manuel Soto and 
Norman Kenyon, all residents of the Jackson 
Memorial Hospital in Miami. Dr. Milton M. 
Coplan, of Miami, will discuss this paper. Dr. 
Benedict R. Harrow and Dr. Sloane of Miami, 
will present a paper on retroperitoneal fibrosis. 
Dr. Melvin M. Simmons, of Sarasota, and Dr. 
Finney will each present a paper on prostatitis, 
and Dr. David W. Goddard, of Daytona Beach, 
will open the discussion of these papers. 

Other Florida physicians who are serving this 
organization officially this year include: Dr. Wil- 
liam A. VanNortwick, of Jacksonville, and his 
alternate, Dr. Hewit, executive committee; Dr. 
Goddard, national committeeman and golf com- 
mittee; Dr. Perry D. Melvin, of Miami, arrange- 
ments committee; Dr. Russell B. Carson, of Fort 
Lauderdale, chairman, hotel committee; Dr. 
Frank M. Woods, of Miami, chairman, entertain- 
ment committee and member, budget and finance 
committee; Drs. Asher Hollander and S. Elliott 
Wilson, of Hollywood, co-chairmen, and Dr. John 
R. Browning, of Jacksonville, publicity commit- 
tee; Dr. A. Fred Turner, of Orlando, scientific 
exhibits committee; Dr. Edwin W. Brown, of 
West Palm Beach, pyelogram hour and nominat- 
ing committees; Dr. VanNortwick, chairman, 
motion picture committee; and Dr. Campbell, 
chairman, program committee and member, legis- 
lative committee. 


Suncoast-Hillsborough 
Cardiovascular Seminar 
February 18-19, 1961 


The Third Annual Suncoast and Hillsborough 
County Cardiovascular Seminar will be held on 
Saturday and Sunday, February 18 and 19, at 
the Soreno Hotel in St. Petersburg. The pro- 
gram will be presented from 9 a.m. to 4 p.m. each 
day. The Seminar is sponsored jointly by the 
Suncoast Heart Association of St. Petersburg and 
the Hillsborough County Heart Association of 
Tampa. 

The guest speakers and their subjects are: 
Dr. Mark D. Altschule, Harvard Medical School, 
Boston, “Pulmonary Edema” and “Emotion and 
the Circulation;” Dr. Henry T. Bahnson, Johns 
Hopkins University School of Medicine, Balti- 
more, “Surgery of the Aorta and Aortic Valve” 
and “Surgery for Carotid and Renal Arterial Ob- 
structions;” Dr. Charles K. Friedberg, Columbia 
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University College of Physicians and Surgeons, 
New York City, “Diagnosis of Coronary Heart 
Disease” and “Evaluation and Management of 
Hypertension;” Dr. Jack D. Myers, University 
of Pittsburgh School of Medicine, Pittsburgh, 
‘Myocardial Versus Mechanical Factors in Heart 
Disease” and “Vagaries in the Clinical Picture of 
Arteriosclerosis;”” Dr. Alexander S. Nadas, Har- 
vard Medical School, Boston, “Recent Develop- 
ments in Diagnosis and Treatment of Congenital 
Heart Disease” and “Management of Cardiac 
Arrhythmias in Infancy and Childhood;” and Dr. 
Oglesby Paul, University of Illinois College of 
Medicine, Chicago, and President of the American 
Heart Association, “Observations in a Long Term 
Study of Coronary Heart Disease” and “The 
Course of Congestive Heart Failure.” 

The two panel topics scheduled are “The Use 
and Abuse of New Drugs in the Treatment of 
Heart Disease” and “What Are Current and 
Projected Indications for Successful Cardiovas- 
cular Surgery?” Dr. Myers will moderate the 
first and Dr. Friedberg the second with the panel 
in each instance consisting of all the other 
speakers. 


Obstetricians and Gynecologists 
Meet in Miami Beach 
April 21-28, 1961 


The Tenth Annual Clinical Meeting of the 
American College of Obstetricians and Gynecol- 
ogists will be held at the Americana Hotel, Bal 
Harbour, Miami Beach, the week of April 21-28. 
The president of this national organization is 
Dr. C. Paul Hodgkinson of Lathrup Village, 
Mich., and the president-elect is Dr. Nicholson 
J. Eastman of Baltimore. Dr. Ralph W. Jack of 
Miami is chairman of the committee on local 
arrangements, and Mrs. James H. Ferguson will 
assist him as chairman of the ladies entertain- 
ment committee. 

This year for the first time postgraduate 
courses are included in the program. They are 
scheduled to begin on Friday, April 21, and con- 
tinue through the following Sunday noon. The 
subjects selected for the five courses are: Genet- 
ics and Human Reproduction; Biostatistics; 
Radiation Physics; Parenteral Nutrition, Elec- 
trolyte and Fluid Balance; and Steroid Metabo- 
lism. Closed circuit medical television will be a 
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second innovation at this meeting. Dr. James H. 
Ferguson and Dr. Oliver W. Davenport of Miami 
are arranging the clinical presentations which will 
make up these television programs, and Smith, 
Kline and French will handle the telecasting 
problems. 

In addition to the general program, there will 
be 240 breakfast conferences, 92 one-hour clinical 
conferences, and 9 four hour correlated seminars. 
Dr. W. A. D. Anderson of Miami will appear on 
the general program. Six other members of the 
Florida Medical Association will participate in 
the breakfast conferences: Drs. Joseph W. Scott 
and Carl H. Davis of Miami, Dr. James M. 
Ingram Jr. of Tampa, Drs. Jean B. Williams and 
J. Champneys Taylor of Jacksonville, and Dr. 
Harry Prystowsky of Gainesville. Drs. Ingram 
and Prystowsky will also participate in the clini- 
cal conferences. 





American Academy of General Practice 
Miami Beach Meeting, April 17-20, 1961 


What economic problems face medicine today 
and what will these problems be tomorrow? 
What is new in the diagnosis and treatment of 
cancer? What is the best way to deal with adoles- 
cents? These and countless other questions will 
be answered at the American Academy of General 
Practice Annual Scientific Assembly, April 17-20, 
in Miami Beach’s Auditorium and Convention 
Hall. 

The scientific program will feature more than 
30 prominent physician-authorities. More than 
100 scientific and 300 technical exhibits will be 
prepared for the 7,000 doctors and guests expect- 
ed to attend. The Academy is the nation’s second 
largest medical association and the only American 
medical group organized strictly for family 
doctors. 

Mac F. Cahal, executive director of the 27,000 
member organization, says the 1961 scientific 
program offers an exciting and valuable post- 
graduate education opportunity for physicians. 

The Congress of Delegates, the Academy’s 
policy-making body, will convene at 2 p.m., Satur- 
day, April 15, in the Eden Roc Hotel. Delegates 
from each of the 50 states, Puerto Rico and the 
District of Columbia will meet until noon, Mon- 
day, April 17, when the scientific sessions open 
in the auditorium. 





930 OTHERS ARE SAYING 


Of the more than 100 national medical asso- 
ciations, the Academy is the only one that re- 
quires its members to do continuing postgraduate 
study. Each member must complete 150 hours 
of accredited postgraduate study every three 
years. Only in this way, the Academy believes, 
can doctors learn about medicine’s newest dis- 
coveries and techniques. For this reason, the 
Assembly plays a vital role in the Academy’s 
study program. This year, subjects range from 
surgery and gynecology to cancer and ear prob- 
lems. 

Dr. Franklin J. Evans, Coral Gables, is chair- 
man of the Local Arrangements Committee. 
Ladies’ entertainment is under the direction of 
Mrs. Walter Glenn, Ft. Lauderdale. 





The New Orleans Graduate Medical 
Assembly 


The Twenty-Fourth Annual Meeting of The 
New Orleans Graduate Medical Assembly will 
be held March 6, 7, 8 and 9, 1961, with head- 
quarters at the Roosevelt Hotel. 

Nineteen outstanding guest speakers will 
participate, and their presentations will be of 
interest to both specialists and general practi- 
tioners. The program will include 57 informative 
discussions on many topics of current medical 
interest, in addition to clinicopathologic confer- 
ences, symposiums, medical motion pictures, 
round table luncheons, scientific exhibits and 
technical exhibits. 

Following the meeting in New Orleans, ar- 
rangements have been made for a clinica] tour 
to the Orient leaving New Orleans via air on 
March 10, to make connection with a Jet flight 
leaving Los Angeles at night. The itinerary in- 
cludes visits to Hawaii, the Philippines, Hong 
Kong and Japan, returning on March 30 to the 
gateway city of choice—Los Angeles, San Fran- 
cisco, or Seattle. Optional extensions may be 
arranged. 

Details of the New Orleans meeting and the 
tour are available at the office of the Assembly, 
Room 103, 1430 Tulane Avenue, New Orleans 
12. ba. 

The names of the guest speakers and their 
field of specialty were published in the Novem- 
ber and December issues of The Journal. There 
is additional information in these issues which 
may be of interest. 
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A Lesson From a Hurricane 


In analysis of panic versus judgment, the 
writer became a victim of the former on report of 
an excitable woman following a telephone call by 
another. He was spending an October evening at 
the home of a long time acquaintance, when after 
answering the phone, the hostess announced that 
two sneak hurricanes were to meet within an hour 
over the Tampa Bay Area and were coming 
rapidly from the southeast and southwest simul- 
taneously. Instead of considering the origin of the 
report and the remoteness of the possibility of 
one, much less two, coming so quickly, he rushed 
home to “batten down” storm awnings and fill the 
Coleman lantern, which in passing had been stored 
for fifteen years, not used at the last filling and 
did not work until the next morning in bright sun- 
light. With logical thinking returned, he went to 
bed as in like situations in years past and forgot 
storms which never came. 


Too often the same hysterical reactions hap- 
pen among us when some journalist writes about 
the short comings of the medical profession, be- 
cause of the sale of the script for public appeal. 


Although both hurricanes and bad medicine 
can be dangerous and warnings should be con- 
sidered seriously, hysteria must be avoided. We 
can’t do anything to stop the former but we have 
done excellently well to prevent the latter through 
organized medicine and scholastic training . 


County Medical Societies really serve as warn- 
ing services in reverse by accepting only qual ficd 
members and policing their membersh ps, <h_u'd 
one waver from the straight and narrow. 


This is done without fanfare. It is quite ef- 
fective. The most individualistic member hes tates 
not to take censorship seriously and mend his 
ways to not be excluded from the fold. Further, 
the great majority are appreciative rather than 
resentful. Membership is a badge of distinction 
and identification to the public, probably too | ttle 
appreciated while it exists but its loss becomes 
a serious stigma to the individual among his 
colleagues and patients. 


We must be mighty careful to not get two 
hurricanes involved when one will do. That is 
why we have Mediation Committees, service on 
which is a thankless and often distasteful job. It 
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ill function hand in glove when the Medico- 
gal Committee gets into full sway. 
Whitman C. McConnell, M.D. 
Picomeso Mail Bag 
December 1959. 
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Facts That Figure 

Today, in this country, the best of medical 
care and the finest in hospital facilities are avail- 
able to essentially all persons, in all walks of life, 
at all times and wherever needed. It is under- 
standable that such blessings are expensive, so 
much so that, for the most of us, they would be 
out of reach were it not for the modern miracle 
of prepayment against the expenses of illness. 
Normally, the major decision resolves itself into 
whether to be protected by the service type, com- 
munity-rated Blue Shield and Blue Cross, or the 
indemnity type, experience-rated programs offered 
by commercial insurance companies. 

How does one determine which is better? What 
is the prime factor to be considered by the pro- 
curer of this type of protection? One that stands 
out above all others, and one that is easily 
understood, is the percentage of return to the 
amount paid in. How much of the subscription 
dollar, or premium, comes back in benefits? A re- 
cent survey of companies writing over one million 
dollars annually in health insurance coverage in 
Florida brings to light some interesting infor- 
mation. 

The 12 commercial companies studied collect- 
ed $51,367,925 in health benefits in the state dur- 
ing a 12 month period. Their direct losses 
(amount paid out in benefits) totaled $33,195,217 
or 64.6 per cent. The premium income by com- 
pany ranged from slightly better than $1,000,000 
to more than $10,000,000, with the losses ranging 
from just over 50 per cent to 88.2 per cent. It 
is interesting to note that the company doing the 
largest dollar volume of business paid back the 
lowest percentage in benefits. This particular 
study does not reveal what proportion of the 
health protection was provided through group 
coverage, nor what percentage was available only 
in conjunction with life insurance. 

How does this compare with the Blue Cross- 
Blue Shield record for the same period? During 


1. Data taken from the annual report of the Insurance De- 
partment, State of Florida, for the fiscal year ending June 30, 
1960 
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this same period Blue Shield and Blue Cross to- 
gether returned to their subscribers $25,963,759 
out of the $28,242,595 paid in through subscrip- 
tion fees, or 91.9 per cent. Blue Shield alone 
returned to its subscribers benefits totaling 
$8,190,838 out of the $9,120,515 paid in, for a 
percentage of 89.8. 
The figures have spoken. 
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Dr. Wiley M. Sams of Miami has been elected 
president of the American Academy of Dermatol- 
ogy and Syphilology. The choice of Dr. Sams 
took place during the 19th annual meeting of the 
Academy held in Chicago. 

sw 

Dr. Hawley H. Seiler of Tampa was among 
the group of Florida physicians attending the an- 
nual meeting of the Southern Thoracic Surgical 
Association held the first of December in Nassau. 

Zw 

Dr. Leon S. Eisenman of Hialeah appeared 
on the program of the Third Serendipity Con- 
ference on January 28 at the Bahamas Confer- 
ences in Nassau. 

wT 

An organizational meeting for the Florida 
Association for Cleft Palate Rehabilitation was 
held in Tampa September 10. Spirits were dam- 
pened a little by hurricance “Donna,” which also 
chose to be present that morning, nevertheless, 
the following executive council was elected: 
McKenzie Buck, Ph.D., Gainesville, president; 
Clifford C. Snyder, M.D., Miami, vice president; 
Neal M. Roth, D.D.S., Jacksonville, secretary; 
E. L. Matta, M.D., Tallahassee, treasurer, and 
John H. Ross, D.D.S., St. Petersburg, editor. 

The next meeting will be held February 18 
in the Cherry Plaza Hotel at Orlando with regis- 
tration beginning at 8:15 am. Dr. Samuel 
Pruzansky, Associate Professor of Orthodontics 
and Associate Director of the Cleft Palate Clinic 
Center for Handicapped Children, University of 
Illinois, will be guest speaker. There will be a 
full day program. Those planning to attend may 
make reservations at the Cherry Plaza at conven- 
tion rates. 

a 

Dr. Charles McC. Gray of Tampa has been 
elected president-elect of the Radiological Society 
of North America. The selection of Dr. Gray 
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took place at the Society’s 46th annual meeting 
held at Cincinnati, Ohio. 
aw 

Dr. Edward R. Annis of Miami represented 
the American Medical Association on the Na- 
tional Broadcasting Company television program 
“The Nation’s Future” originating from New 
York City January 14. Topic for the debate by 
Dr. Annis and Senator Hubert Humphrey 
(D.Minn.) was “Should medical care for the 
aged be linked to social security?” 

sw 

Two intensive postgraduate courses are plan- 
ned for February and March at the Medical Col- 
lege of Georgia, Augusta. Featured faculty will 
include Dr. Edgar A. Hines Jr. from the Mayo 
Clinic and Dr. Buford Word, Professor of Gyne- 
cology at the Medical College of Alabama. ‘“Man- 
agement of Your Patient with Vascular Dis- 
ease” is scheduled for February 28-March 2, and 
“Gynecology in General Practice” will be held 
March 21-23. Application may be made by con- 
tacting Dr. Claude-Starr Wright, Director, De- 
partment of Continuing Education, Medical Col- 
lege of Georgia, Augusta. 


4 
Drs. J. K. David Jr., Joel Fleet, Stephen P. 
Gyland Jr., Benjamin A. Johnson Jr. and Camil- 
lus L’Engle of Jacksonville were among the group 
of physicians attending the annual meeting of the 
Florida Pediatric Society held in Jamaica. 


Sw 
Dr. Kenneth A. Morris of Jacksonville was 
elected vice president of the Southern Surgical 
Association at the annual meeting in December 
held at Boca Raton. Dr. Morris served as chair- 
man of the program committee for the session. 


aw 

Dr. Samuel M. Day of Jacksonville, Secre- 
tary-Treasurer of the Florida Medical Associa- 
tion, attended the two day conference on “Edu- 
cation Problems in the Intern and Residency 
Program in the Community Hospital” sponsored 
in December by the Pennsylvania Graduate 
School of Medicine at Philadelphia. 


74 

The Fifth Annual Watson Clinic Seminar has 

been scheduled for March 4 in the library of the 

Watson Clinic Building at Lakeland. Dr. Coy L. 

Lay of Lakeland is program chairman. The gen- 

eral theme of the Seminar will be recent advances 
in medicine and surgery. 
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Alachua 

Dr. Raymond J. Fitzpatrick of Gainesville has 
been installed as president of the Alachua County 
Medical Society. Dr. William P. Hadley of 
Gainesville has been chosen president-elect. Serv- 
ing this year with Drs. Fitzpatrick and Hadley 
will be Drs. Peter F. Regan as vice president, 
Richard E. Perry as secretary and George A. 
Dell as treasurer. Dr. Perry was re-elected, all 
are from Gainesville. 


Bay 
Dr. John J. Holloman Jr. has been installed 
as president of the Bay County Medical Society. 
Dr. Roderick C. Webb has been elected vice 
president, Dr. A. Ralph Monaco, secretary and 
Dr. Charles H. Daffin, treasurer. All are from 
Panama City. 


Brevard 

Dr. Willard H. Bennett of Titusville has been 
installed as president of the Brevard County 
Medical Society for the new year. Dr. Joseph C. 
Von Thron of Cocoa Beach who served as treas- 
urer in 1960 has been chosen as president-elect. 
Other officers elected at the Society’s annual 
meeting include Dr. Spencer C. Manrodt of Mel- 
bourne as vice president, Dr. Herbert L. Allen 
of Melbourne as treasurer, and Dr. Frederick H. 
Lucas of Cocoa Beach as secretary. Dr. Manrodt 
was formerly secretary. 


Clay 

Dr. William A. Mulford of Green Cove 
Springs has been elected president of the Clay 
County Medical Society. Chosen at the recent 
annual meeting to serve with Dr. Mulford were 
Dr. Aubrey Y. Covington of Starke as vice presi- 
dent and Dr. Joseph G. Ritch Jr. of Orange Park 
as secretary-treasurer. 


Columbia 

Dr. Harry S. Howell has been re-elected as 
president of the Columbia County Medical So- 
ciety. Other officers re-elected at the Society’s 
annual meeting in December included Dr. Louis 
G. Landrum as vice president and Dr. Thomas 
H. Bates as secretary-treasurer. All are from 
Lake City. 

At the December meeting, Dr. Walter H. 
Thiele and Dr. Claude C. Burton, Head of the 


(Continued on page 946) 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through “smoothage”’ in all types of constipation. 





a= Metamucil 


brand of psyllium hydrophilic mucilloid 





Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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The SOUTHEASTERN SURGICAL CONGRESS 


Twenty-Ninth Annual Assembly 
MARCH 6, 7, 8, 9, 1961 
(Monday, Tuesday, Wednesday, Thursday) 


DEAUVILLE HOTEL @ MIAMI BEACH, FLA. 


Speakers 


Monday, March 6 


WarREN H. Core, M.D., (Guest), Chicago, Ill., Profes- 
sor and Head, Department of Surg., Univ. of IIl. 
College of Med.; Surgeon-in-Chief, Research and 


Educational Hospitals, Univ. of Ill. 
Surgical Aspects of Jaundice 


OweEN H. WANGENSTEEN, M.D., (Guest), Minneapolis, 
Minn., Professor and Chairman, Dept. of Surg., Univ. 
of Minn. Medical Center 


Local Gastric Cooling in the Control of Massive Gastric 
Hemorrhage 


Ira A. FerGuson, M.D., Atlanta, Ga., Chief of Surg., 
Grady Memorial Hosp.; Prof. of Surg., Emory Univ. 


Med. School 
Upper Gastrointestinal Bleeding 


Discusser: DoNALD S. DaniEL, M.D., Richmond, Va., 
Ass’t Prof. of Surg., Med. College of Va.; Surgeon, 
Johnston-Willis Hosp. 


JoHN J. FarreELt, M.D., Miami, Fla., Professor and 
Chairman, Department of Surg., Univ. of Miami 
School of Med. 


Surgical Management of Massive Upper G. I. Tract 
Bleeding 


Discusser: R. C. WiGGINTON, M.D., F.A.C.S., Corinth, 
Miss. 


Ross Z. P1ERPONT, M.D., F.A.C.S., Baltimore, Md., Chief 
of Surg., Maryland General Hosp.; Assoc. in Surgical 
Anatomy and Instr. in Surg., Univ. of Maryland 
School of Med. 


Vagotomy and Gastric Drainage for Peptic Ulcer 


Discusser: LEONARD W. Epwarps, M.D., Nashville, 
Tenn. 


Ceci. E. Neweit, M.D., M.S., (in Surg.), F.A.C.S., 
Chattanooga, Tenn., Surg., Baroness Erlanger and 
Newell Hosps. 


The Prognosis of Cancer of the Stomach 


Discusser: FREDERICK F. Boyce, M.D., New Orleans, 
La. 


RicHarD B. CatTELL, M.D., (Guest), Boston, Mass., Di- 
rector, Lahey Clinic; Surgeon-in-Chief, New England 
Baptist Hosp.; Chairman, Med. Adm. Board and 


Surgeon, New England Deaconess Hosp. 
anagement of Cancer of the Pancreas 


Wittarp H. Parsons, M.D., Vicksburg, Miss., Presi- 
dent of the Southeastern Surgical Congress; Chief of 
Staff, Vicksburg Hosp.; Director of Surg., Clinical 
Assoc. Professor of Surg., Univ. Medical Center, 
Jackson, Miss.; Att. Surgeon, Vicksburg, Kuhn Memo- 
rial and University Hospitals; Regent, American 
College of Surgeons 


PRESIDENTIAL ADDRESS—The Past, the Present, Per- 
haps the Future of the Southeastern Surgical Congress 


Rosert J. Correy, M.D., Washington, D.C., Professor 
of Surg. and Dir. Dept. of Surg., Georgetown Univ. 
School of Med. 

Problems in the Diagnosis and Treatment of Chronic 
Pancreatitis 


Discusser: WILLIAM T. WiLuiaMs, M.D., Dunedin, Fla., 
Surgeon, Mease Clinic 
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PAUL JORDAN, JR., M.D., Gainesville, Fla., Assoc. Prof. 
of Surg., University of Fla. Med. School 
Effect of Pancreatectomy Upon Biliary Composition 


Discusser: WILLIAM W. SHINGLETON, M.D., Durham, 
N.-C., Professor of Surg., Duke Univ. Medical Schoo! 


BERNARD ZIMMERMANN, M.D., Morgantown, W. Va., 
Professor of Surg., and Chairman of Dept., Univ. of 
W. Va. Medical School 

The Dynamics of Electrolyte Balance in the Postoperative 
Surgical Patient 


Discusser: CHAMP Lyons, M.D., Birmingham, Ala., 
Professor of Surg. and Chairman of Department, 
Univ. of Ala. Medical College 


CLINTON L. Borper, Jr., M.D., Miami, Fla., Ass’t Pro- 
fessor of Surg., Univ. of Miami School of Med. 
Cholecystitis: Early vs. Delayed Surgical Management 


Discusser: HowarD MAHORNER, M.D., New Orleans, 
La., Clinical Professor of Surg., La. State Univ. School 
of Med.; Director, Mahorner Clinic 


Panel Discussion: Diseases of the Gallbladder 
Moderator: DoNALD S. DANIEL, M.D., Richmond, Va. 


Discussers: RICHARD B. CaTTELL, M.D., Boston, Mass. 
OWEN WANGENSTEEN, M.D., Minneapolis, 
Minn. 
WarREN Coxe, M.D., Chicago, III. 


Tuesday, March 7 


OweEN H. WANGENSTEEN, M.D., (Guest), Minneapolis, 
Minn., Professor and Chairman, Department of Surg., 
Univ. of Minn. Medical Center 

The Extended Operation for Alimentary Tract Cancer 


PHitip H. PuitsBin, M.D., Washington, D.C., Senior 
Att. Surg., Washington Hospital Center; Att. Surg., 
Children’s Hosp. of the District of Columbia; Instr. 
in Surg., Georgetown Univ. School of Med. 

Malignant Tumors of the Head and Neck in Children 


Discusser: Jesse W. CAasTLEBERRY, M.D., Orlando, Fla. 


CLAUDE C. COLEMAN, JRr., M.D., Charlottesville, Va., 
Chief, Div. of Plastic and Maxillofacial Surgery, Univ. 
of Va. School of Med. 


WILLIAM P, SApLeErR, Jr., M.D., Charlottesville, Va., Res- 
ident Surgeon, Univ. of Va. Hosp. 
Recurrent Cancer of the Head and Neck 


Discusser: JOHN F. Potrer, M.D., Washington, D.C., 
Coordinator, Oncology Service, Georgetown Univ. 
Hosp. 


THOMAS FLORENCE, M.D., Atlanta, Ga. 
\vILLIAM CHAMBLESS, M.D., Atlanta, Ga. 
Fertility Studies in the Male 


Discusser: MAjyor F. Fow.er, M.D., Atlanta, Ga. 


W. VINSON Pierce, M.D., F.A.C.S., Covington, Ky. 
Diagnosis and Management of Primary Tumors of the 
Ureter 


Discusser: RUssELL B. Carson, M.D., Fort Lauderdale, 
Fla. 


RicHArD B. Catre.t, M.D., (Guest), Boston, Mass., Di- 
rector, Lahey Clinic; Surgeon-in-Chief, New England 
Baptist Hospital; Chairman, Med. Adm. Board and 
Surgeon, New England Deaconess Hospital 

Benign Strictures of Bile Ducts 








G 


G 
Re 


Jo 


Jo 
Jor 
] 


Dis 











J. Froripa M.A. 
F cpruary, 1961 


Watts R. Wess, M.D., Jackson, Miss., Assoc. Professor 
of Surg., Univ. Medical Center 


Current Concepts of the Management of Mediastinitis 


Discusser: JOHN B. Biatock, M.D., New Orleans, La., 
Instr. in Surg., Tulane Univ. School of Med.; Member 
of Staff, Ochsner Clinic 


THEODORE L. BATCHELDER, M.D., Jacksonville, Fla., 
Chairman of Cardiac Surg. Section, Duval 
Center 


Critical Factors in Determining Adequate Pleural Drainage 
in Both the Operated and Non-Operated Chest 


Discusser: WENDELL B. THRoweER, M.D., Charleston 
S. C., Ass’t Professor of Surg., Thoracic and Cardio- 
vascular, Med. College of S. C. 


FORUM ON PROGRESS IN SURGERY 


Effect of Alcohol and Histamine on Pancreatic Secretion 
E. R. Woopwarp, B. E. Watton, M.D., H 
ScHaPiRO, M.D., Gainesville, Fla. 


Results of Fibrinolysin Therapy on Experimentally In- 
duced Pancreatitis 


PauL U. GerBerR, Jr., M.D., Wiut1aAM H. Meyer, Jr., 
M.D., JoHN J. FARRELL, M.D., Coral Gables, Fla. 


Post-Operative Management of Patients with Billroth I 
Gastrectomy and Vagotomy 


GiLBerT A. RANNICK, M.D., Carro_it H. Lone, M.D., 
Johnson City, Tenn. 


Fluid Shifts in Peritonitis 
GEorRGE R. WALKER, JR., M.D., JaMEs D. Harpy, M.D., 
Jackson, Miss. 
Low Molecular Weight Dextran as a Protective Agent 
Against the Toxic Effects of Urokon 
Rospert T. Sessions, M.D., DUNCAN A. KILLEN, M.D., 
JouN H. Foster, M.D., Nashville, Tenn. 


Thiosulfate Protection Against the Toxic Effects of Nitro- 
gen Mustard in Perfusion of the Liver 


JouHNn H. Foster, M.D., Matcotm R. Lewis, M.D., J. 
KENNETH Jacoss, M.D., Nashville, Tenn. 


Volumetric Arm Measurements—Technique and Results 
Haro_p S. ENGLER, M.D., Russert D. Sweat, Augusta, 
Ga. 


Composite (Teflon and Autogenous Vein) Grafts in small 
Canine Arteries 

WILLIAM R. PrinGen, M.D., W. ANDREW DALE, M.D., 
Nashville, Tenn. 


Coronary Arteriovenous Fistula Simulating Patent Ductus 
Arteriosus 


DaNiEL B. NuNN, M.D., WENDELL B. THRowER, M.D., 
Charleston, S. C. 


Analysis of 400 Consecutive Stab Wounds of the Abdomen 
L. K. Moss, M.D., Oscar CREECH, Jr., M.D., New 
Orleans, La. 


Wednesday, March 8 


JoHN M. WauGu, M.D., (Guest), Professor of Surgery, 
Mayo Foundation, Rochester, Minn. 
The Choice of Operation and Management of Carcinoma 
of the Rectum 


JoHN L. CarMIcHAEL, M.D., Birmingham, Ala., Clinical 
Professor of Surg., Medical College of Ala. 
Surgical Treatment of Ulcerative Colitis 


Discusser: WitttaM H. Moretz, M.D., Augusta, Ga. 
Professor and Chairman of Department of Surg., 
Medical College of Ga. 
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KeitH S. Grimson, M.D., Durham, N. C., Professor of 
Surg., Duke University Med. Center 
Subtotal Colectomy for Intractable Constipation or 
Diarrhea 


Discusser: Hu C. Myers, M.D., Philippi, W. Va., Chief 
of Surg., Broaddus Hosp. and Myers Clinic 


WarrREN H. Core, M.D., (Guest), Chicago, Ill., Profes- 
sor and Head, Department of Surg., Univ. of II. 
College of Med.; Surgeon-in-Chief, Research and Edu- 
cational Hospitals, Univ. of Ill. ; 

Intestinal Obstruction 


Henry B. AsMAN, M.D., F.A.C.S., Louisville, Ky., 
Chief, Proctology Service, Department of Surg., St. 
Joseph Infirmary 

Radical Hemorrhoidectomy 


Discusser. WILLIAM H. Prioteau, M.D., Charleston, 
S. C., Director of Surg., Roper Hospital; Clinical 
Professor of Surg., Medical College of S. C.; Dip. 
Nat. Board of Medical Examiners 


MarsHALL L. MicHEL, M.D., New Orleans, La., Clinical 
Assoc. Professor of Surg., Tulane Univ. Medical 
School; Senior Surg., Touro Infirmary; Senior Visiting 
Surg., Charity Hospital 


James H. Stewart, M.D., New Orleans, La., Instr. in 
Surg., Tulane Univ. Medical School 
Meckel’s Diverticulum 


Discusser: ELTON S. THomas, M.D., F.A.C.S., Colum- 
bus, Miss., Surgeon, Columbus Hospital 


Harris B. SHUMAKER, JR., M.D., (Guest), Indianapolis, 
Ind., Professor of Surg. and Chairman of the Depart- 
ment of Surg., Indiana Univ. Medical Center 

Management of Peripheral Arterial Embolism 


Georce H. YEAGER, M.D., F.A.C.S., Baltimore, Md., 
— of Clinical Surg., Univ. of Md. School of 
ed. 


Wiu_rrep F. HoLpeFeEr, Jr., M.D., Baltimore, Md., Pang- 
born Fellow in Surg., Univ. of Md. School of Med. 


Peripheral Vascular Disease—Surgical Considerations 


Discusser: THomas B. Patton, M.D., Birmingham, Ala., 
Assoc. Professor of Surg., Medical College of Ala. 


BENJAMIN F. Byrp, Jr., M.D., Nashville, Tenn., Assoc. 
Clinical Professor of Surg., Vanderbilt Univ. School of 
Med., Att. Surgeon, University, St. Thomas and Bap- 
tist Hosps. 

Inflammatory or Inflamed Carcinoma of the Breast 


Discusser: FRANCIS M. Massiz, M.D., Lexington, Ky., 
Senior Surgeon, Lexington Clinic, Surg. Staff, St. 
Joseph Hospital 


Howarp PaTtTrerson, M.D., (Guest), New York, N. Y., 
Chief of Surg., Roosevelt Hospital; Clinical Professor 
of Surg., Columbia Univ. 


The Clinical Behavior of Carcinoma of the Cecum 


CLaupE G. CALLENDER, M.D., Jackson, Miss., Clinical 
Ass’t Professor, Univ. of Miss. Medical School, De- 
partment of Ob. and Gyn. 

Complication of Vaginal Hysterectomy 


Discusser: BATTLE MALONE, II, M.D., Memphis, Tenn. 


Nicuotas W. Fuco, M.D., Morgantown, W. Va., Pro- 
fessor of Obstetrics and Gynecology, Univ. of W. Va. 
Medical School 

The Clinical Application of the Oxytocic Sensitivity Test 


Discusser: JAMES H. FerGuson, M.D., Miami, Fla., Pro- 
fessor and Chairman, Department of Ob. Gyn., Univ. 
of Miami Medical School 
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CHARLES W. Situ, M.D., Atlanta, Ga. 
The Clinical Significance of Class III Cervical Pap Smear 


Discusser: T. Kerr Lairp, M.D., Montgomery, W. Va., 
Surgeon, Laird Mem. Hosp. 


Winner of First Place, Scientific Paper Award Contest 
Name and Title to be announced 


Panel Discussion: Diverticulitis 


Moderator: HarvEY B. STONE, M.D., Baltimore, Md., 
Associate Professor of Surg. (Emeritus), 
The Johns Hopkins Medical School 


Discussers: Howarp Patterson, M.D., New York, 


JoHN M. WauGu, M.D., Rochester, N. Y., 
J. D. Martin, Jr., M.D., Atlanta, Ga., 
Professor and Chairman, Department of 
Surg., Emory Univ. Medical School 


Thursday, March 9 


Harris B. SHUMACKER, Jr., M.D., (Guest), Indian- 
apolis, Ind., Professor of Surg. and Chairman of the 
Department of Surg., Indiana Univ. Medical Center 


Pulmonary Valvulotomy—With Extracorporeal Circulation 
or Not? 


Howarp PATTERSON, M.D., (Guest), New York, N. Y., 
Chief of Surg., Roosevelt Hosp.; Clinical Professor of 
Surg., Columbia Univ. 

Unusual Surgical Lesions of the Stomach 


James D. Rives, M.D., New Orleans, La., Professor 
and Head, Department of Surg., La. State Univ. 
School of Med.; Surgeon-in-Chief, L. S. U. Surg. 
Service, Charity Hosp. of La. 


The Treatment of Congenital Diaphragmatic Hernias 


VotumE XLVII 
NUMBER 8 


Discusser: FRANK S. ASHBURN, M.D., Washington, 
D. C., Chief, Thoracic Surg., Doctors Hosp.; Assoc. 
in Thoracic Surg., Georgetown Univ. 


FRANK F. Espey, M.D., Greenville, S. C., Senior Consul- 
tan: in Neurosurgery, Greenville General Hosp. 
Treatment of Intractable Pain by Cordotomy 


Discusser: M. FRANK TuRNEY, M.D., Knoxville, Tenn., 
Head, Department of Neurosurgery, Univ. of Tenn. 
Memorial & Research Hosp. 


WaLkER REYNOLDS, JR., M.D., M.S., (Surg.), F.A.C.S., 
Anniston, Ala. Chief of Surg., Anniston Memorial 
Hosp.; Instr. in Surg., Medical College of Ala. 

Practical Aspects of Burn Therapy 


Discusser: Curtis Artz, M.D., Jackson, Miss., Assoc. 
Professor of Surg., Univ. of Miss. Medical Center 


Josepu P. Cain, Jr., M.D., Mullins, S. C. 
The Intramedullary Pin as an Aid to the General 
Surgeon in the Treatment of Complicated 
Fractures of the Long Bones 
Discusser: WILLIAM BONDURANT, M.D., F.A.C.S., At- 
lanta, Ga., Assoc. in Surg., Orthopedics, Emory Uni- 
versity Medical School. 


Amos R. Koontz, M.D., Baltimore, Md., Ass’t Professor 
of Surg. (Emeritus), The Johns Hopkins Medical 
School 


Sutures and Prostheses for Abdominal Wall Defects 


Discusser: STuART G. BLACKSHEAR, M.D., F.A.C.S., 
Gainesville, Ga. 
JoHN M. WauGu, M.D., (Guest), Professor of Surg., 
Mayo Foundation, Rochester, Minn. 
Operations for Chronic Pancreatitis 


INFORMATION 


Speakers are listed as nearly as possible as they will 
appear in the completed program. For hotel reserva- 
tions, write to the manager of the Deauville Hotel, 
Miami Beach, Fla. For further information write to 


A. H. LETTON, M.D., Secretary-Director 


340 Boulevard, N.E. 
Atlanta 12, Ga. 
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COMPOSITION: Each capsule contains 200 mg. dl-methionine, a known amino acid. 
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EMPTY ONE CAPSULE —IN ONE BOTTLE — ONCE A DAY PREFERABLY WHILE WARM 
IN SEVERE CASES OR OLDER BABIES PERHAPS TWO 
Louis S. Goldstein Clinical Medicine 59:455 (1952) / Kass Archives of Internal Medicine Vol. 100, p. 709. 


REID LABORATORIES, 


INC. 


ATLANTA 14, GEORGIA 











In sinusitis, colds and other upper respiratory and 
allergic disorders, new DiIMETAPP Extentabs offer 
more useful decongestant therapy. Stuffiness, drip 
and other annoying symptoms of congestion are ef- 
fectively relieved with minimum side effects. 


UNSURPASSED RELIEF OF NASAL CONGESTION DIMETAPP Ex- 
tentabs contain an unexcelled antihistamine, Dime- 
tane, which has produced good to excellent results in 
thousands of cases of allergic respiratory disorders.* 
In DIMETAPP Extentabs, the action ot Dimetane with 
two outstanding decongestants—phenylephrine and 
phenylpropanolamine—promptly dries secretions and 
reduces edema and congestion in the nose, the 
sinuses, and the upper respiratory tract. 


CLEAR BREATHING FOR 12 HOURS ON 1 TABLET Long-acting 
DIMETAPP Extentabs offer up to 12-hour relief on just 
One tablet. Easier to use than nose drops or sprays, 


DIMETAPP reaches into areas topical decongestants 
can’t touch—without rebound congestion. 


EXCEPTIONAL FREEDOM FROM SIDE EFFECTS With DIMETAPP 
Extentabs, there’s little problem of either drowsiness 
or overstimulation. The antihistamine component, 
Dimetane, offers a high percentage of effective relief 
with only drowsiness as a possible infrequent side 
effect.* Small, fully efficient dosages of deconges- 
tants minimize the danger of overstimulation. 
DIMETAPP Extentabs contain Dimetane® (parabromdylamine [brompheni- 
ramine] maleate) 12 mg., phenylephrine HCI 15 mg., and phenylpropanola- 
mine HCI 15 mg. Dependable Extentabs construction assures relief of 
symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 hours. Children over 6—1 Extentab q. 
12 hours. Administer with caution to patients with cardiac or peripheral vas- 
Cular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details. Supplied: bottles of 100 and 500. 
*Full bibliography on Dimetane available on request. 

A. H. ROBINS CO., INC. Richmond 20, Virginia 

Ethical Pharmaceuticals of Merit Since 1878 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 








BOB WAGNER X-RAY 


BEAT THE DOLLAR SHORTAGE 
BUY AMERICAN MADE X-RAY FILM 


BUY ANSCO FROM 
BOB WAGNER X-RAY 


P. O. Box 8161 
Jax 11, Florida 
RA 4-3434. 
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(Continued from page 932) 


Department of Surgery at the Veterans Admin- 
istration Hospital, Lake City, were guests. Dr. 
Burton delivered an address on hernia. 


Dade 


Dr. Willard L. Fitzgerald has been installed 
as president of the Dade County Medical Asso- 
ciation, and Dr. James L. Anderson has been 
elected president-elect. Dr. Francis N. Cooke has 
been chosen as vice president, Dr. George W. 
Robertson III as secretary, and Dr. Paul S. Jar- 
rett as been re-elected treasurer. All are from 
Miami. 


DeSoto-Hardee-Glades 


Dr. Albert S. Lasky of Sarasota was featured 
speaker at the December meeting of the DeSoto- 
Hardee-Glades County Medical Society held at 
Arcadia. His subject was maxillofacial and recon- 
structive surgery. 


Duval 


Dr. Sidney Stillman has been installed as 
president of the Duval County Medical Society. 
Dr. Thomas M. Irwin has been chosen president- 
elect, Dr. Archibald F. Caraway Jr. vice presi- 
dent, Dr. Robert J. Brown secretary and Dr. Lee 
S. Bransford Jr. treasurer. Dr. Brown served the 
Society as treasurer last year. All are from Jack- 
sonville. 


Escambia 


Dr. P. G. Batson Jr. has begun serving as 
president of the Escambia County Medical Society 
following installation ceremonies at the Society’s 
annual meeting. Dr. Joseph L. Rubel, president- 
elect, Dr. William T. Patton, vice president, and 
Dr. Vernon L. Smith, secretary-treasurer, are the 
other new officers who will be serving during 
1961. All are from Pensacola. 


Franklin-Gulf 


Dr. William F. Wager of Port St. Joe has 
been elected president of the Franklin-Gulf Coun- 
ty Medical Society. Chosen to serve with Dr. 
Wager were Dr. Harold B. Canning of Wewa- 
hitchka a vice president, and Dr. Henry I. Lang- 
ston of Apalachicola as secretary-treasurer. 


Highlands 


Dr. Samuel A. King of Avon Park has been 
elected president of the Highlands County Medi- 
cal Society. Dr. C. Brooks Henderson of Avon 
Park has been chosen as secretary-treasurer, and 
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D. Carl J. Larsen of Avon Park has been re- 
cted vice president. 


Hillsborough 


Dr. Herbert B. Lott has assumed the duties 
as president of the Hillsborough County Medical 
Association after serving as president-elect last 
year. Chosen as president-elect at the Associa- 
tion’s recent annual meeting was Dr. Samuel G. 
Hibbs. Serving with Drs. Lott and Hibbs will 
be Dr. Richard G. Connar as first vice president, 
Dr. Victor H. Knight Jr. as second vice president, 
Dr. Frank A. Massari as secretary and Dr. 
Marvin B. Miller as treasurer. Drs. Massari and 
Miller were re-elected. All are from Tampa. 


a 


Indian River 

Dr. Phil D. Morgan has been elected presi- 
dent of the Indian River County Medical Society 
after serving last year as vice president. Dr. 
Hampton L. Schofield Jr. has been chosen as 
vice president, and Dr. Walter W. McCorkle has 
been re-elected secretary-treasurer. All are from 
Vero Beach. 


Lake 


Dr. Lawton F. Douglass of Umatilla has been 
installed as president of the Lake County Medi- 
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cal Society, and Dr. Thomas D. Weaver of Cler- 
mont, who has been serving as secretary-treas- 
urer, was chosen president-elect at the Society’s 
recent annual meeting. The new secretary-treas- 
urer is Dr. Raymond A. Debo of Eustis. 


Leon-Gadsden-Liberty-Wakulla-Jefferson 


Dr. Nelson H. Kraeft of Tallahassee has been 
elected president of the Leon-Gadsden-Liberty- 
Wakulla-Jefferson County Medical Society. Serv- 
ing with Dr. Kraeft will be Dr. H. Lawrence 
Smith of Tallahassee as vice president, and Dr. 
David J. McCulloch of Tallahassee as secretary- 
treasurer. Dr. McCulloch was re-elected. 


Madison 
Dr. Julian M. DuRant has been elected presi- 
dent of the Madison County Medical Society, 


and Dr. A. Franklin Harrison has been chosen 
secretary-treasurer. Both are from Madison. 


Monroe 


Dr. Chas. J. McPeak, Staff Surgeon at the 
Sloan-Kettering Memorial Hospital for Cancer 
and Allied Diseases, addressed a recent joint meet- 
ing of the Monroe County Medical Society and 
the staff of the U. S. Naval Hospital at Key 

(Continued on page 951) 
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1050 West Adams Street 
Jacksonville 3, Florida 
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EASY—-SAFE-CONVENIENT 


An essential aid to every practice, the SPOT- QUARTZ 
Lamp is ideal for technics of contact radiation on local 
infected areas. Produces first degree erythema at 
contact in six seconds ... at one inch in twelve seconds. 
Hangs conveniently on the wall, complete in single 
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IN CONTRACEPTION... 


VotuME XLVI] 
NUMBER 8 


WHY IS DIFFUSION IMPORTANT? 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — 

minutes — a decisive measure in conception control. 


In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 





of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of thet 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 





anesta Gel 


Supplied: Lanesta Exquiset® . . . 


applicator; 3 oz. refill tube — available at all pharmacies. 


é 


with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


Manufactured by. Esta Medical Laboratories, Inc., Alliance, Ohio, Distributed by GEORGE A. BREON & Co., New York 18,N. Y. Gocco ae te | 
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(Continued from page 949) 
West. Dr. McPeak’s subject was “Surgery of 


Cancer of the Head and Neck.” He described 
a method of treatment of advanced cases of can- 
cer of the head and neck with infusion of chemo- 
therapeutic agents carried on over a period of a 
weex. The technical aspects and some illustra- 
tions of the results of this treatment were out- 
lined. 
Nassau 


Dr. Henry B. Dickens Jr. is the new presi- 
dent of the Nassau County Medical Society. 
Serving with Dr. Dickens this year as secretary 
will be Dr. John B. Britton. Both are from 
Fernandina Beach. 

Orange 

Dr. Norman F. Coulter has been installed as 
president of the Orange County Medical Society. 
Chosen as president-elect at the Society’s recent 
annual meeting was Dr. Robert W. Curry, for- 
merly secretary. Dr. Lewis L. Kline has been 
elected vice president, Dr. Truett H. Frazier as 
secretary and Dr. Joseph G. Matthews as treas- 
urer. All are from Orlando. Dr. Frederick E. 
Medlock Jr. has been chosen as reporter, and Dr. 
Miles W. Thomley has been re-elected editor of 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


G 





1 small a every morning 





951 


The Bulletin. Drs. Medlock and Thomley are 
also from Orlando. 


Suwannee-Hamilton-Lafayette 


Dr. Hugo F. Sotolongo of Live Oak has been 
elected president of the Suwannee-Hamilton-La- 
fayette County Medical Society. Serving with 
Dr. Sotolongo will be Dr. James F. Dietrich of 
Live Oak as vice president, and Dr. William P. 
Blackmon of Jasper as secretary-treasurer. 


Taylor 


Dr. John A. Dyal Jr. of Perry has been elect- 
ed president of the Taylor County Medical So- 
ciety. He was formerly secretary. Dr. Charles 
M. Roberts also of Perry succeeds Dr. Dyal as 
secretary. 


Volusia 


Dr. C. Robert DeArmas of Daytona Beach 
has been installed as president of the Volusia 
County Medical Society. Chosen president-elect 
at the Society’s recent annual meeting was Dr. 
John J. Cheleden of Daytona Beach, who was 
formerly secretary. Dr. Thomas W. Ayres of 
Daytona Beach has been elected secretary, and 
Dr. Robert L. Stevenson of Holly Hill treasurer. 
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Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 











Each capsule contains: bet Estradiol 0.01 mg. ¢ Methyl 


Testosterone 2.5 mg. * d-Amphetamine — 2.5 mg. « Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units ¢ 
Vitamin By». with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) «© Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- 
flavin (B.) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) 
0.5 mg. © Calcium Pantothenate 5 mg. « Folic Acid 0.4 mg. « 
Choline Bitartrate 25 mg. © Inositol 25 mg. « Ascorbic Acid” (C) 


as Calcium Ascorbate 50 mg. « I-Lysine Monohydrochloride 
25 mg. « Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 m me ¢ Ferrous Fumarate (Elemental es 5A me.) 
30.4 mg. © lodine (as KI) 0.1 mg. « Calcium (as CaHPO,) 3 

¢ Phosphorus (as CaHPO,) 27 mg. ¢ Fluorine (as CaF.) 0.1 4, < 
Copper (as CuO) 1 ~~ ¢ Potassium (as K,SO,) 5 mg. « Manganese 
(as MnO.) 1 mg. © Zinc (as ZnO) 0.5 mg. * Magnesium go) 
1 mg. © Boron (as Na,B,0,7.10H,0) 0.1 mg. ‘Bottles of 100, 10 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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Flavorful fare your patient will welcome! 


The secret of a successful 
high protein diet is acceptance 


The acceptance of any diet de- 
pends on its appetite appeal. 
Your high protein diet patients 
should find these dishes both 
tempting—and economical . . . 
like the fluffy omelet above, 
folded over penny-sliced frank- 
furters. Ground meat, flaked 
fish or cheese are also rich (but 
inexpensive) sources of protein. 
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A mixed green salad topped gen- 
erously with thinly sliced shoe- 
strings of meat and cheese is a 
delicious dish, as is cottage 
cheese, served as a salad or 
spread on dark bread. And egg 
white whipped into fruit juice 
makes a frothy flip—while an 
assortment of fruit and cheese 
makes a satisfying dessert. 


United States Brewers Foundation 


If you’d like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 











With your approval, 
a glass of beer can 
add zest to your 
patient’s diet. 
Protein, 0.8 grm.; 


calories, 104/8 oz. glass 
(Average of American Beers) 
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anode clnelnalae 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY « Chattanooga 9, Tennessee 
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OBITUARIES 


Silas Morgan Copeland 


Dr. Silas Morgan Copeland of Jacksonville 
died in a local hospital on Aug. 20, 1960, after a 
brief illness. He was 73 years of age. 

Dr. Copeland was born in Appling County, 
Georgia, on Aug. 12, 1887. He received his ele- 
mentary and academic education in his native 
state and taught school, served as a principal, 
became an expert bookkeeper and managed a hotel 
before embarking upon professional training for 
the career of his choice. He entered the Atlanta 
Medical College and as the second highest rank- 
ing member of his class received the degree of 
Doctor of Medicine from that institution in 
1915, the year it became the medical department 
of Emory University. 

After serving as a first lieutenant in the Army 
Medical Corps in World War I, Dr. Copeland 
entered the general practice of medicine in Sur- 
rency, Ga. After he had practiced there for a 
short time, he came to Florida in 1918 and located 
in Jacksonville, where he enjoyed a successful 
career as a general practitioner for 42 years with 
offices in the St. James Building the entire time. 
Locally, he was a member of the staff of St. Vin- 
cent’s, St. Luke’s and the Baptist Memorial hos- 
pitals and the Duval Medical Center. He was a 
Mason and a staunch member and a steward of 
Riverside Park Methodist Church. A_ baseball 
fan, he was also a bowling enthusiast and until 
recently an active participant in Florida’s oldest 
bowling league. 

Dr. Copeland was a member of the Duval 
County Medical Society and held life membership 
in the Florida Medical Association, having been 
a member for 41 years. He also was a member 
of the Southern Medical Association and the 
American Medical Association. He took great 
pride in his record of attendance at meetings of 
the American Medical Association and the Florida 
Medical Association through the years. 

In 1910, Dr. Copeland and Miss Minnie Ross 
of Surrency were united in marriage. Mrs. Cope- 
land, who preceded him in death in 1946, was 
through the years an active member of the Wom- 
an’s Auxiliary to the Florida Medical Association 
and served as its president in 1941. 

Surviving are one son, Hal Ross Copeland, of 
Tampa; and five daughters, Mrs. James E. De- 
vaney and Mrs. W. Harold Parham, of Jackson- 
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« lle, Mrs. W. W. Balkcom Jr., of Tampa, Mrs. 
" ravis A. Eason, of Greeneville, Tenn., and Mrs. 
red E. Kurz, of Downey, Calif. Other survivors 
clude five brothers and one sister, all of Georgia, 
1d 13 grandchildren. 
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Randolph Shevach 


Dr. Randolph Shevach of Miami Beach died 
in that city on Oct. 19, 1960. He was 47 years 
of age. 

Dr. Shevach was born in 1913. He received 
his medical training at the State University of 
New York College of Medicine at New York City 
(Long Island College of Medicine) and was 
awarded the degree of Doctor of Medicine by 
that institution in 1936. He then served an in- 
ternship and residency at Kings County Hospital. 
He was licensed to practice medicine in Florida 
in 1939 and located in Miami Beach in 1940. 
His specialty was internal medicine. He was an 
associate attending physician on the staff of Mt. 
Sinai Hospital. 

Three years before his initial heart attack, 
Dr. Shevach started an intensive campaign to 
promote research in the field of cardiovascular 
diseases. Today, the Randolph Shevach Memorial 
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Fund for Cardiovascular Research perpetuates 
his name. 

Dr. Shevach was a member of the Dade Coun- 
ty Medical Association and of the Florida Medi- 
cal Association. He also held membership in the 
American Medical Association and societies of his 
specialty. 

Surviving are the widow, Mrs. Helen Shevach, 
one son, Allen Shevach, a medical student, and 
one daughter, Eileen Shevach, all of Miami Beach. 





BIRTHS AND DEATHS 











Births 
Dr. and Mrs. Emmet F. Ferguson Jr. of Jacksonville 
announce the birth of a son, Emmet F. III, on December 
24, 1960. 


Deaths — Members 


Campbell, Elmer B. Sr., 

St. Petersburg December 6, 1960 
Knott, Elizabeth M., Ridge Manor ..... December 8, 1960 
Mentzer, Dodge D., Largo ................... December 16, 1960 
Roche, Thomas W., Jacksonville .......... December 5, 1960 
Tippins, Henry L., Miami .................. November 12, 1960 


Deaths — Other Doctors 
Brown, Richard L., Fort. Lauderdale....... August 16, 1960 


Fischer, Frederick, Miami Beach................ August 29, 1960 
Lobell, Abraham, Burlingame, Calif........ August 7, 1960 
Spoto, Beatrice M., Clearwater............. December 9, 1960 





COMBINED 
MEDICAL-ELECTRONIC 
RESEARCH UNITS 


Now ready for market following thorough clin- 
ical testing. For rehabilitation of face and 
small muscle groups, post surgical, accidents, 
palsies and metabolic changes with age, proven 
value of the newly developed Model Y-4 has 
been established. Likewise, the supreme value 
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U. S. Model 108 


Activator Model Y-4 








of Ultrasonic energy as a decongestant (well known) in painful and inflammatory conditions of 
facial and sinus areas, can now be accomplished by the specially designed U.S. Model 108. Both 
portable for physicians’ office or can be carried in his bag. Both represent a new contribution to 
all branches of medicine and surgery. Manufactured by renowned Zeigler Electronics Company. 


MEDICAL PRODUCTS COMPANY, INC., 


Distributors for Florida 
P. O. Box 34-27 Coral Gables, Florida 








Complete Cholesterol Depressant 


Available only to physicians for their distribution— 





Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including ail necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid .. . for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Ce TE a nee 70-75% 
Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols ...........seceeeee occewcese 0.09-0.12% 


Never hydrogenated—completely salt free 





available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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The cigarette that made the Filter Famous! 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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NEW MEMBERS 











The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Active 

Brewer, Robert A., St. Petersburg 

Clegg, Frederick L., St. Petersburg 

Cooke, Stanford B., North Miami Beach 

Grace, John T., Bonifay 

Johnson, Rand C., St. Petersburg 

Justi, Raymond A., Miami 

Kahana, Lawrence, Tampa 

La Camera, Frank Jr., St. Petersburg 

L’Heureux, Henry P. J. Jr., St. Petersburg 

Logun, Albert, Miami 

McKeithen, W. Shands Jr., St. Petersburg 

Mills, Donald W., Tampa 

Rosenthal, Stanley D., Miami Springs 

Sapp, Edwin E., Jacksonville 

Sayers, James R., Palatka 

Veenstra, Kenneth E., Tampa 


Associate 
Angelucci, Helen M., Fort Lauderdale 
Antelis, Eugene, Orlando 
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Cary, Freeman H., Orlando 

Kupsinel, Roy, Hallandale 

McConnell, James F., Fort Lauderdale 
Miller, Saul, Miami Beach 

Mitchell, Joseph A., Plantation 

Murphy, Ian D., Pompano Beach 

Nolan, Raymond P., Hollywood 

Roehm, Dan C., Fort Lauderdale 

Rush, John A. Jr., Jacksonville 

Shear, Carol S., Miami 

Shirley, Calvin H. (Col.), Fort Lauderdale 
Simons, Ruth A., Miami 

Taylor, Thomas L., Jacksonville 

Walker, Thomas J. (Col.), Fort Lauderdale 
Wallace, William D. Jr., Fort Lauderdale 
Yoffee, Harry F., Jacksonville 





BOOK REVIEWS | 








Ciba Foundation Symposium on Biochemistry 
of Human Genetics. Edited by G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P., and Cecilia M. 
O’Connor, B.Sc. Pp. 347. Illus. 60. Price, $9.50. Boston, 
Little, Brown and Company, 1959. 

In perusing through a hospital library, only a few 
medical men would sacrifice a second glimpse at this 
text, because of its title. Many incarcerate words such 
as biochemistry and genetics into a pigeonhole labeled 
“Ph.D.” But, oh, how wrong are these unfortunate physi- 
cians! In these days when doctors are elonyating the life 





The distinctive PREMIERE suite 




















[ 


By Flamilton. 


Smartly styled and finished entirely in lifetime ma- 
terials. Wood-grained Formica in gray or cream, 
satin-finish stainless steel and bright chrome create 
a contemporary, fully Professional atmosphere — and 
the Premiere will keep its dignified look for a lifetime. 
Five essential pieces in the suite; table, instrument 
cabinet, treatment cabinet, waste receptacle and stool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort and 
security. Other innovations on the table include ad- 
justable chrome legs for leveling or raising the table. 
The usual features of Hide-A-Roll, treatment basin 
and pull-out step are included. 


Versatility is the keynote of the Premiere suite. The upper section of the instrument cabinet can be 
used separately as a wall cabinet and the lower section as a treatment stand. This option allows a greater 
variety of room arrangement according to personal preference and requirements. 


See the new Premiere and other Hamilton suites in wood and steel now. 


Cinderson Surgical Supply Co. | 


Phone CHerry 1-9589 
; —— Ave. 
o 


9th St. & 6th Ave, S 


1616 N. 
St, Petersburg 


ESTABLISHED 1916 


Phone ORange 1-5647 Phone Ringling 6-0253 
1934 Hillview St. 
Sarasota Tampa 


Phone FRanklin 6-8422 
729 S.W. 4th Ave. 
Gainesville 


Phone 2-8504 
Morgan at Platt 
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Tisaliantals 
blood pressure 
Swing 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Squibb Quality 


Rautrax-N“@. 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydrotlumethiazide (*Naturetin) with Potassium Chloride Saqur 


navorn,® nautaax,® ano watunctin® ane squiee TRADEMARKS. 
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span of the human being, thinking in terms of artificial 
organs and actuating the transfer of tissues from one 
to another individual, the knowledge of biochemistry in 
human genetics is an absolute basic necessity. The bar- 
rier has been pierced, and now it is not uncommon to 
have a homograft of skin take and live. No longer can the 
physician say that this “happens only in identical twins.” 

This writing is a compilation of lectures given by 29 
prominent authors participating in a special program 
sponsored by the International Union of Biological Sci- 
ences and presented under the financial auspices of The 
Ciba Foundation as well as the Rockefeller Foundation. 
This symposium took place in Naples. Italy, in May 1959. 
Genetics has passed the age of infancy and now is mak- 
ing its debut into adulthood. Biologists are rewriting 
their knowledge in terms of biochemistry by discovering 
new elementary molecular reactions and transforming 
these to a phenotypic level. It is time we learn why a 
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salamander or a starfish may regenerate an amputated 
into a new limb, and why the human has not achieved 
this ability. A gene may be the controlling factor in a 
specific biochemical reaction, and it is important to be 
cognizant of these genetical actions. The study of human 
genetics has been responsible in bringing to light some of 
the problems of skin color, the metabolic disease known 
as alcaptonuria, sickle cell anemia, blood grouping, en- 
zyme systems, protein metabolism and familial likeness 
of relatives. Chromosomal patterns and activities are dis- 
cussed in some of the lectures presented. Each lecture 
is followed by an open discussion of the paper which in 
itself is quite enlightening to the reader. For those in 
academic medicine this symposium will be very interest- 
ing. But, by far, this book will be enjoyed most by the 
physicians doing skin grafts and organ transplantations, 
as well as the physician specializing in hematology. 
Clifford C. Snyder, M.D. 





BRAWNER’S SANITARIUM, inc. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 


AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 
Approved by Central Inspection Board of American 
Psychiatric Association and the Joint Committee 
on Accreditation 
Jas. N. Brawner, Jr. M.D. Medical Director 


Phone HEmlock 5-4486 








5226 Nichol St. 
Telephone 61-4191 





BALLAST POINT MANOR 


Care of Mild Mental Cases, Senile Disorders 
and Invalids 
Alcoholics Treated 





DON SAVAGE 


Owner and Manager 


Aged adjudged cases 
will be acepted on 
either permanent or 
temporary basis. 


Safety against fire — by 
Automatic Fire Sprinkling 
System_ 


Cyclone fence enclosure for 
recreation facilities, seven- 
ty-five by eighty-five feet. 


ACCREDITED 
HOSPITAL FOR 
NEUROLOGICAL 
PATIENTS by 

American Medical Assn. 
American Hospital Assn. 
Florida Hospital Assn. 


P. O. Box 10368 
Tampa 9, Florida 
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E. Hospital Conference.............. 


thern Thoracic Surgical Assn. 
bw Orleans Graduate 





Fred H. Albee Jr., Daytona Beach 
William C. Blake, Tampa................ 
Irwin Perlmutter, Coral Gables...... 
T. Bert Fletcher Jr., Tallahassee... 
Kenneth S. Whitmer, Miami.......... 
Michael DiCosola, Sarasota............ 
John B. Miale, Miami.................... 
J. K. David Jr., Jacksonville.......... 
Joseph E. O’Malley, Orlando........ 
Don C. Robertson, Orlando............ 
Samuel G. Hibbs, Tampa................ 
John S. Stewart, Ft. Myers............ 
Donald W. Smith, Miami......... PON. 
Richard M. Fleming, Miami............ 
H. Lawrence Smith, Tallahassee... 


P. A. Vestal, Winter Park................ 
Lloyd L. Newhouser, Miami............ 
Mr. C. DeWitt Miller, Orlando...... 
Russell B. Carson, Ft. Lauderdale.. 
Joseph J. Zavertnik, Miami........... 
Morris B. Seltzer, Daytona Beach 
Wallace Mayo, Pensacola................ 
Gibson Hooten, Clearwater.............. 
Joseph F. McAloon, Hollywood... 
Robert T. Spicer, Miami.................. 
Mrs. Idalyne Lawhon, Tampa........ 
L. W. Watson Jr., Marianna.......... 
Duke Peters, Jacksonville................ 
George H. McCain, Tallahassee...... 
W. E. Arnold, Lakeland.................. 
Mrs. John M. Butcher, Sarasota.... 
E. Vincent Askey, Los Angeles...... 


Edwin H. Lawson, New Orleans.... 
Milford B. Hatcher, Macon.......... 
N. Lewis Bosworth, Lexington, Ky. 
Walter C. Jones, Miami 


Gene Kidd, Nashville, Tenn............. 
Edgar W. Davis, Washington, D.C. 


OR :ANIZATION PRESIDENT SECRETARY ANNUAL MEETING 
Pees 
orida Me: ical Association............ Leo M. Wachtel, Jacksonville........ Samuel M. Day, Jacksonville........ Miami Beach, May 25-28, ’61 
brida Spe. :alty Societies................ 
lademy 0° General Practice........ A. MacKenzie Manson, Jacks’ville | Miami Beach, May 27, 28, 61 
LS Sere aaron eee I. Irving Weintraub, Gainesville... | Ben A. Johnson Jr., Jacksonville.. 
hesthesiolo:ists, Soc. of.................. Richard S. Hodes, Tampa................ J. Thomas Atkins, Jacksonville...... Miami Beach, May 28, ’61 
hest. Phys. Am. Coll., Fla. Chap... | Ivan C. Schmidt., W. Palm Beach | Harold W. Johnston, Orlando... ... Miami Beach, May 27, 61 
MMMEEORY, SOC. OF.........0.0cecessccses Jack H. Bowen, Jacksonville........ William C. Croom Jr., Jacksonville 
balth Officers’ Society.................... J. Basil Hall, Tavares.................... James O. Bond, Jacksonville.......... 


John H. Mitchell, Jacksonville... 
Charles K. Donegan, St. Petersburg 
David H. Reynolds, Miami........... 
Sam W. Denham, Jacksonville........ 
Joseph W. Taylor Jr., Tampa........ 
Theodore Norley, W. Palm Beach 
John A. Shively, Bradenton............ 
John H. Cordes Jr., St. Petersburg 
John M. Hamilton, St. Petersburg 
Matthew A. Larkin, Miami............ 
Merton L. Ekwall, Jacksonville.... 
Alfred G. Levin, Miami.................. 
Charles Larsen Jr., Lakeland............ 
Emmet F. Ferguson Jr., Jacks’ville 
Henry C. Hardin Jr., Miami.......... 


M. W. Emmel, Gainesville............ 
Faye Simington, Miami.................... 
Mr. H. A. Schroder, Jacksonville.. 
John T. Stage, Jacksonville............ 
Lorenzo L. Parks, Jacksonville...... 
George F. Schmitt Jr., Miami........ 
Munroe Farber, Vero Beach......... 
Mrs. Alvin Savage, Miami Bch...... 
J. A. McDonald, Apalachicola....... 
Homer L. Pearson Jr., Miami........ 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers... 
Everett H. Williams Jr., Jacks’ville 
Dwight J. Wharton, Jacksonville 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Richard V. Meaney, Palmetto 
F. J. L. Blasingame, Chicago........ 


Robert F. Butts, Birmingham, Ala. 
John T. Mauldin, Atlanta........... ... 
J. L. Campbell, Orlando.................. 
A. Bf. Letton, Atianta.................:....... 
G. C. Long Jr., Montgomery, Ala. 


Hawley H. Seiler, Tampa................ 








Miami Beach, May 27, 28, 61 


Miami, June 10, 61 


Miami Beach, May 25-28, ’61 
”» » ” ” ” 


Miami Beach, Oct. 18-20, ’61 
Miami Beach, May 21-24, 61 
Miami, May 27-28, 61 


Miami Beach, June 25-27, ’61 


Bal Harbour, May 21-24, ’61 
Jacksonville, Oct. 5-7, 61 


Jacksonville, April 28-29, 61 
” ” »” 


» 
Miami Beach, May 25-28, ’61 
New York City, 1961 


Dallas, Texas, Nov. 6-9, 61 $ 
Atlanta, May 7-10, ’61 

Hollywood, March 19-24, ’61 

Miami Beach, March 6-9, 61 


Memphis, April 19-21, ’61 





dical Assemblly...................0-00000+- 


Maurice E. St. Martin.,.................... 


Maente BD: Paine Fe... ......:..0:sc0ccc0002 ' New Orleans, March 6-9, '61 


MIAMI] MEDICAL CENTER | 


P. L. Dopnce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
therapy, Insulin, Electroshock, Hydrotherap 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
= Cruising and fishing trips on hospital 
yacht. 


Information on request 
1 Member American Hospital Association 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medical Director Consultants in Psychiatry 


Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 








HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 








A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Cuarman Carrotyr, M.D. Rosert L. Craic, M.D. Joun D. Patron, M.D. 
Medical Director Associate Medical Director Clinical Director 
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FLORIDA MEDICAL ASSOCIATION 
OFFICERS, COUNCILS AND COMMITTEES 


OFFICERS 
: EO M. WACHTEL, M.D., President. . . . Jacksonville 
;. CARNES HARVARD, M.D., 

OO eerie! aie'uiine Brooksville 
‘LYDE O. ANDERSON, M.D.., 

oe eee St. Petersburg 
JOSEPH S. STEWART, M.D., 

Spenmer OF Gee TAGUSS ... 26s cccccecccess Miami 
EUGENE G. PEEK JR., M.D., 

ints en earels as acoew conse’ Ocala 
SAMUEL M. DAY, M.D., 

ee. err Jacksonville 
RALPH W. JACK, M.D., 

Immediate Past President................ Miami 

EXECUTIVE DIRECTOR 

W. HAROLD PARHAM.............-- Jacksonville 
BOARD OF GOVERNORS 

LEO M. WACHTEL, M.D.,* 

Ce Oe Jacksonville 
S. CARNES HARVARD, 

ee ee Brooksville 
CLYDE O. ANDERSON, 

eS ae St. Petersburg 
JOSEPH S. STEWART, M.D...Ex Officio. ...Miami 
SAMUEL M. DAY, M.D.*..Ex Officio. . Jacksonville 
RALPH W. JACK, M.D.*..PP-62..........- Miami 
JERE W. ANNIS, M.D.*7..PP-61........ Lakeland 
WALTER E. MURPHREE, 

8 SE ere ee Gainesville 
ALPHEUS T. KENNEDY, M.D...A-62...Pensacola 
H. PHILLIP HAMPTON, M.D.. .B-63....... Tampa 
MEREDITH MALLORY, M.D...C-61...... Orlando 
WARREN W. QUILLIAN, 

2 2 ere Coral Gables 
JOHN D. MILTON, M.D...S.B.H.-61........ Miami 


FRANCIS T. HOLLAND, 

M.D...AMA Delegate-61............ Tallahassee 
*Executive Committee 
+Public Relations Officer 
Subcommittee 

Florida Medical Rese 
EDWARD JELKS, M.D 
General ~ rel e - the Year Award 

Executive Committee 


Inter-American Relations 
WILLIAM B. WELCH, M.D., Chm.........___.... Miami 
JOHN T. KILPATRICK, M.D i 


Medical Hypnosis 


Jacksonville 














LEO S. WOOL, M 
JOSEPH A, QHELLEY, se St. Augustine 


COUNCIL ON ALLIED PROFESSIONS 
AND VOCATIONS 


























W. TRACY HAVERFIELD, M.D., Chm Miami 
Committees 
Dentistry—J. CHAMPNEYS TAYLOR, 
M.D., Chm.-61 Jack ille 
Law—W. TRACY HAVERFIELD, 
M. m.- Miami 
Medical. ‘Secretari - “& Assistants— 
ENSOR R. DUNSFORD JR., 
M.D., Chm.-61 ksonville 
Medical "Technicians—C. MERRILL WHORTON 
M.D., Chm Jacksonville 
Nuring? THOMAS C. KENASTON SR., 
.D., Chm.-61 Cocoa 
Pharmacy—GEORGE F. SCHMITT JR., : 
M.D., Miami 








m.-61 
Physical ’ Therapy ROBERT P. KEISER, M.D., 
Chm.-61 Coral Gables 


Veterinary Medicine—WILLIAM J. PHELAN, M. D. a 





Chm.-61 
X-Ray Technicians—JOHN P, FERRELL, 
M.D., Chm.-61 


St. Petersburg 








JUDICIAL COUNCIL 


























HOMER L. PEARSON JR., M.D., CRm...-cccocccesceeen- Miami 
GRIEV ANCE 

FRANCIS H. LANGLEY, M.D., Chm...........0...... St, Petersburg 

JOHN D, MILTON, M.D Miami 
WILLIAM C. ROBERTS, M.D P City 

JERE W. ANNIS, M.D Lakeland 

RALPH W. JACK, M.D Miami 

MEDICAL LICENSURE 

HOMER L. PEARSON JR., M.D., Chm... ncceneneeceve-Miami 

MADISON R. POPE, M.D. Plant City 

THOMAS J. BIXLER, M.D....AL-61 Tallah 

MEMBERSHIP AND DISCIPLINE 
District 1—C, FRANK CHUNN, M._D...... £1. Tampa 
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